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Guide to Readers

Background
The Health Resources and Services Administration (HRSA), HIV/AIDS Bureau (HAB), Division of 
Service Systems (DSS), is pleased to offer this manual to Ryan White CARE Act Title II grantees 
and planning bodies. This publication replaces the Ryan White CARE Act Title II Manual that was 
distributed after the CARE Act was fi rst reauthorized in 1996.

On October 20, 2000 Public Law 106-345, reauthorized the Ryan White CARE Act for a second 
time, with provisions that affect all CARE Act programs. This manual has incorporated all new 
provisions affecting the Title II program.

This manual is intended for the use of grantees, planning bodies and people living with HIV 
disease. However, we encourage you to share it with colleagues and peers involved in all aspects 
of the Ryan White Title I program in your area. The manual is designed to encourage local 
photocopying and distribution: each section has its own cover and chapters that deal with specifi c 
topics in depth. Each section, and chapters within them, can be copied and circulated as stand-
alone documents.

How to Use This Manual
This manual contains nine sections. Section One, General Information, contains information that is 
useful to all readers, such as an overview of the CARE Act, CARE Act 2000 legislation, summary of 
changes to the Title II program, a description of DSS, and an overview of technical assistance for 
grantees and planning bodies. 

Section Two, Grants Administration, includes updated information on local administration of the 
CARE Act as well as guidance on Maintenance of Effort.

Section Three, Reporting Requirements, is new for this manual and provides in-depth history 
and instructions on reports that HAB/DSS requires of grantees, including allocations reports; 
budgeting, contracting, and fi scal reports; Minority AIDS Initiative (MAI) reports; and the new 
CARE Act Data Report (CADR). Sample repot forms are included.

Section Four, Policies, is a complete list of Program Policy Guidance and Policy Notes that have 
been issued by HAB and DSS since the inception of the CARE Act.

Section Five, Title II Program Categories, outlines program areas under Title II, which are designed 
to give States fl exibility in meeting their needs. 

Section Six, Planning Bodies, provides materials to help Title II planning entities function more 
effectively.

Section Seven, Coordination, reviews the various ways that Title II can coordinate in planning, 
funding of services, and service delivery. 

Section Eight, Program Guidance, presents updated legislation, DSS expectations and 
implementation suggestions on issues such as: needs assessment, comprehensive planning, quality 
management, early intervention services, and priority setting and resource allocation. 
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Section Nine, Chief Elected Offi cial Guide, is new for this manual and gives the reader a better 
understanding of the relationship of the CEO to the grantee and planning bodies. It covers both 
Title I and Title II CEO duties. 

Section Ten contains defi nitions and acronyms and a listing of approved service category 
defi nitions. Section Eleven is a listing of HRSA/HAB offi ces and Title II grantees.

Points to Remember
• This manual provides a practical, “how to” guide for many aspects of the Title II program. 

While the hope is that the manual will be a stand alone document, there are other manuals 
and resources such as the: Title I Manual, CARE Act Needs Assessment Guide, Training Guide: 
Preparing Planning Body Members, and Self Assessment Modules, as well as other HRSA 
publications that will supplement the information presented here. 

• A reference list is included at the end of each chapter in the manual. Another excellent source 
of information and guidance for grantees and planning councils is the HAB website that is 
continually updated (see http://hab.hrsa.gov).

• There will be continual updates and inserts sent to the Title II CARE Act community to keep 
your manuals as up to date as possible. 
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Introduction

The Ryan White Comprehensive AIDS Resources Emergency (CARE) Act is Federal legislation 
that addresses the unmet health needs of persons living with HIV disease (PLWH) by funding 
primary health care and support services that enhance access to and retention in care. First 
enacted by Congress in 1990, it was amended and reauthorized in 1996 and again in 2000.

Like many health problems, HIV disproportionately strikes people in poverty, racial/
ethnic populations, and other individuals who are underserved by healthcare and prevention 
systems. HIV often leads to poverty due to costly healthcare or an inability to work that is often 
accompanied by a loss of employer-related health insurance. CARE Act-funded programs are the 
“payer of last resort.” They fi ll gaps in care not covered by other resources. Most likely users of 
CARE Act services include people with no source of healthcare and those with Medicaid or private 
insurance whose care needs are not being met.

CARE Act services are intended to reduce the use of more costly inpatient care, increase access 
to care for underserved populations, and improve quality of life for those affected by the epidemic. 
The CARE Act works toward these goals by funding local and State programs that provide primary 
medical care and support services; healthcare provider training; and technical assistance to help 
funded programs address implementation and emerging HIV care issues.

The CARE Act provides for signifi cant local and State control of HIV/AIDS healthcare planning 
and service delivery. This has led to many innovative and practical approaches to the delivery of 
care for PLWH.

CARE Act Structure

The CARE Act is the largest Federal government program specifi cally designed to provide 
services for PLWH. Its funding has grown along with the number of HIV/AIDS cases and treatment 
costs.

1 Section I

Overview of the 
Ryan White CARE Act
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The Health Resources and Services Administration’s (HRSA) HIV/AIDS Bureau (HAB) has lead 
responsibility for implementing the CARE Act. HRSA is an agency of the U.S. Department of Health 
and Human Services (HHS). CARE Act programs include:

• Title I – Local Areas

Title I eligible metropolitan areas (EMAs) are urban areas hardest hit by the HIV/AIDS epidemic. 
EMAs may use funds for HIV/AIDS primary care and support services that enhance access to 
and retention in primary care. Funds may also be used for early intervention services to move 
PLWH into care. Grants are awarded to local governments. They, in turn, award funds to 
providers based on service priorities established by the Title I planning council that is convened 
by the EMA to carry out HIV/AIDS planning. Supplemental awards are based in part on the 
EMA’s ability to document severe need for additional funding and the capacity to meet that 
need.

• Title II – States

States and territories receive funding under Title II to improve access to primary care and 
support services that enhance access to and retention in primary care. Funds may also be 

CARE ACT FUNDING

Fiscal Year Amount

1991 $220,553,000

1992 $279,086,000

1993 $348,013,000

1994 $579,365,000

1995 $632,965,000

1996 $738,465,000

1997 $996,252,000

1998 $1,150,200,000

1999 $1,411,300,000

2000 $1,594,550,000

2001 $1,807,700,000

2002 $1,919,609,000
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used for early intervention services to move PLWH into care. States have program fl exibility 
to ensure a basic standard of care across their diverse service areas. They may support fi ve 
different programs:

1. Medications to treat HIV disease (AIDS Drug Assistance Program, ADAP)

2. HIV care consortia (groups similar to Title I planning councils)

3. Services provided directly by States or State contracts

4. Health insurance coverage, and

5. Home and community-based services.

• Title III – Community-Based Programs

Public and private nonprofi t primary care providers receive grants for outpatient early 
intervention services (i.e., comprehensive primary health care and other services, including 
HIV counseling, testing, and referral). The Amendments of 2000 established Title III capacity 
development and planning grants that prepare agencies to provide early intervention services.

• Title IV – Children, Youth, and Women with HIV Disease and Their Families

Funds go to public and private nonprofi t entities to coordinate services for infants, children, 
youth, women, and families and to provide medical care, support services, and access to 
research.

• Special Projects of National Signifi cance (SPNS) – Research Models

Funds go to public and private nonprofi t entities to develop innovative models of HIV/AIDS 
care, including projects targeting Native American/Alaskan Native populations.

• HIV/AIDS Dental Reimbursement Program – Oral Health Care

Funds go to dental schools and dental hygiene programs, and collaborating community-based 
providers, to reimburse uncompensated costs of providing oral health care to PLWH.

• AIDS Education and Training Centers (AETC) – Provider Training

Funds go to a network of regional and national entities to conduct multi-disciplinary HIV-
related education and training for health care providers. The goal is to increase the number of 
trained HIV providers and to help prevent HIV transmission. AETCs also disseminate treatment 
information to health care providers and patients.
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GUIDING PRINCIPLES FOR CARE ACT PROGRAMS

The CARE Act addresses the health needs of persons living with HIV disease 
(PLWH) by funding primary health care and support services that enhance access 
to and retention in care. The following principles were developed by HAB to guide 
CARE Act programs in implementing CARE Act provisions and emerging challenges 
in HIV/AIDS care:
• Revise care systems to meet emerging needs. The CARE Act stresses the role of local 

planning and decision making—with broad community involvement—to determine how 
to best meet HIV/AIDS care needs. This requires assessing the shifting demographics 
of new HIV/AIDS cases and revising care systems (e.g., capacity development to expand 
available services) to meet the needs of emerging communities and populations. A priority 
focus is on meeting the needs of traditionally underserved populations hardest hit by 
the epidemic, particularly PLWH who know their HIV status and are not in care. This 
entails outreach, early intervention services (EIS), and other needed services to ensure 
that clients receive primary health care and supportive services—directly or though 
appropriate linkages.

• Ensure access to quality HIV/AIDS care. The quality of HIV/AIDS medical care—including 
combination antiretroviral therapies and prophylaxis/treatment for opportunistic 
infections—can make a difference in the lives of PLWH. Programs should use quality 
management programs to ensure that available treatments are accessible and delivered 
according to established HIV-related treatment guidelines.

• Coordinate CARE Act services with other health care delivery systems. Programs need 
to use CARE Act services to fill gaps in care. This requires coordination across CARE 
Act programs and with other Federal/State/local programs. Such coordination can help 
maximize efficient use of resources, enhance systems of care, and ensure coverage of HIV/
AIDS-related services within managed care plans (particularly Medicaid managed care).

• Evaluate the impact of CARE Act funds and make needed improvements. Federal 
policy and funding decisions are increasingly determined by outcomes. Programs need to 
document the impact of CARE Act funds on improving access to quality care/treatment 
along with areas of continued need. Programs also need to have in place quality 
assurance and evaluation mechanisms that assess the effects of CARE Act resources 
on the health outcomes of clients.
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The HIV/AIDS Bureau’s (HAB) CARE Act programs are administered as follows:

• Offi ce of the Associate Administrator for HIV/AIDS (OAA) provides the overall leadership 
and direction for the HIV/AIDS Bureau through the administration and management of its 
operations and policies.

• Division of Service Systems (DSS) administers Title I and Title II, including the AIDS Drug 
Assistance Program (ADAP).

• Division of Community Based Programs (DCBP) administers Title III, Title IV, and the HIV/
AIDS Dental Reimbursement Program.

• Offi ce of Science and Epidemiology (OSE) administers the SPNS Program; oversees 
research and evaluation studies related to the effectiveness of the CARE Act and each of its 
programs; analyzes service data submitted by CARE Act programs; and assesses the success 
of the Bureau’s programs in achieving their goals and objectives.

• Division of Training and Technical Assistance (DTTA) administers the AETC program; 
oversees HAB planning, training, and technical assistance activities; coordinates quality 
management/improvement activities of HAB; and coordinates most HAB meetings.

• Offi ce of Policy and Program 
Development (OPPD) serves as the focal 
point for the Bureau’s policy, regulatory, 
strategic planning, performance 
monitoring, document clearance, and 
program development activities. OPPD also 
conducts policy studies to inform future 
policy and legislative decisions and 
coordinates HAB collaboration with Federal 
benefi t programs, including the review of 
Medicaid waiver applications. OPPD also 
provides guidance on interpretation 
of CARE Act legislative provisions and their 
implementation.

• Offi ce of Program Support (OPS) oversees HAB administrative management support 
activities and policies, and serves as the Associate Administrator’s principal source of 
management advice.

For more information about the 
CARE Act, including funding history, 
see the HRSA/HAB website at 
http://hab.hrsa.gov.
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CARE Act Amendments of 2000:
Summary of Important Additions and Changes to Title II

Issue Focus of 
Addition or 

Change

Description Manual Section/
Chapter

Estimating 
Unmet Need 

States must 
estimate unmet 
need as part 
of the needs 
assessment 
process

States must “determine the 
size and demographics of 
the population of individuals 
with HIV disease” and then 
“determine the needs of such 
population, with particular 
attention to —

• “individuals with HIV disease 
who know their HIV status 
and are not receiving HIV-
related services; and

• “disparities in access and 
services among affected 
subpopulations and 
historically underserved 
communities”

Section VIII, 
Program Guidance, 
Chapter 1, Needs 
Assessment

HAB/DSS will 
assist grantees 
in estimating 
unmet need

HAB/DSS and grantees are 
to work together to develop 
epidemiologic measures “for 
establishing the number of 
individuals living with HIV 
disease who are not receiving 
HIV-related health services”

Comprehensive 
Plan

Plan must 
include a 
strategy for 
getting people 
into care

Plan must include a strategy for 
identifying individuals who know 
their HIV status and are not 
receiving such services and for 
informing the individuals of and 
enabling the individuals to utilize 
the services, giving particular 
attention to eliminating 
disparities in access and services 
among affected subpopulations 
and historically underserved 
communities

Section VIII,
Program Guidance, 
Chapter 2, 
Comprehensive 
Planning

Section VI, 
Planning Bodies, 
Chapter 1, Planning 
Body Duties
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Issue Focus of 
Addition or 

Change

Description Manual Section/
Chapter

Comprehensive 
Plan (continued)

Plan must 
provide for 
coordination 
with prevention 
and substance 
abuse 
prevention and 
treatment 

Plan must include a strategy 
to coordinate the provision of 
such services with programs 
for HIV prevention (including 
outreach and early intervention) 
and for the prevention and 
treatment of substance abuse 
(including programs that provide 
comprehensive treatment 
services for such abuse)

States must 
consider 
capacity 
development 
needs

Plan must respond to the 
capacity development needs 
resulting from disparities in the 
availability of HIV-related services 
in historically underserved 
communities.

Plan must be 
compatible 
with other HIV 
plans

Plan must be compatible with 
other local and State plans, 
particularly the SCSN

Getting HIV-
positive people 
who know their 
status into care

Outreach 
services receive 
increased 
emphasis

Title II funds may be used for 
outreach activities that are 
intended to identify individuals 
with HIV disease who know their 
HIV status and are not receiving 
HIV-related services in order to 
get them into care.

Section VIII, 
Program Guidance, 
Chapter 5, Early 
Intervention 
Services

Title II funds 
may be used 
to fund Early 
Intervention 
Services (EIS)

Title II funds may be used for EIS, 
if the grantee demonstrates (a) 
unmet need for these services, 
and (b) that other sources of 
funds are insuffi cient to respond.



Section I: General Information
Chapter 1: Overview of the Ryan White CARE Act

8 RYAN WHITE CARE ACT TITLE II MANUAL

Issue Focus of 
Addition or 

Change

Description Manual Section/
Chapter

Getting HIV-
positive people 
who know their 
status into care 
(continued)

Relationships 
must be 
developed with 
entities that 
serve as key 
points of access 
to care 

Providers receiving Title II funds 
must maintain appropriate 
relationships with entities that 
constitute key points of access to 
the health care system. Points of 
access include: emergency rooms, 
substance abuse treatment 
programs, detoxifi cation centers, 
adult and juvenile detention 
facilities, sexually transmitted 
disease clinics, HIV counseling 
and testing sites, mental health 
programs, and homeless shelters, 
among other entities.

Section VII, 
Early Intervention 
Services

Emphasis on 
primary care

Support services 
must be linked 
to primary care

Support services should facilitate, 
enhance, support, or sustain the 
delivery, continuity, or benefi ts 
of health services for individuals 
and families with HIV disease.

Section VIII, 
Program Guidance, 
Chapter 4, Quality 
Management

Ensuring the 
quality of care

Quality 
management 
programs must 
be established

States are required to establish 
a quality management program 
that measures the extent to 
which providers are using the 
latest Public Health Service 
Treatment guidelines, and must 
develop strategies for ensuring 
that services are consistent with 
the guidelines.

States may spend up to 5 percent 
of total grant or $3 million, 
whichever is less, to support such 
programs.

Section VIII, 
Program Guidance, 
Chapter 4, Quality 
Management
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Issue Focus of 
Addition or 

Change

Description Manual Section/
Chapter

Planning 
Planning bodies 
must consult 
with the same 
type of entities 
required to be 
represented on 
Title I planning 
councils

Health care providers, CBOs and 
ASOs, social service providers 
including providers of housing 
and homeless services, mental 
health and substance abuse 
providers, local public health 
agencies, hospital planning 
agencies or health care planning 
agencies, affected communities 
including PLWH and historically 
underserved groups and 
subpopulations, nonelected 
community leaders, other State 
agencies such as Medicaid, Title 
III and Title IV grantees, other 
Federal HIV grantees including 
HIV prevention services, and 
representatives of individuals who 
formerly were Federal, State, or 
local prisoners.

Section VI, 
Planning Bodies 

Public advisory 
process 

The State must engage in a public 
advisory process including public 
hearings that includes individuals 
with HIV disease, representatives 
of Title II providers, and public 
agency representatives.

Section VI, 
Planning Bodies 

Services for 
women, infants, 
children, and 
youth

Funding 
allocations 
are specifi ed 
for health and 
support services 
for infants, 
children, youth, 
and women 
with HIV disease

Each State must allocate funds 
for each group in an amount no 
less than the proportion that each 
is represented in the total AIDS 
cases in the State.

Section VIII, 
Program Guidance
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Issue Focus of 
Addition or 

Change

Description Manual Section/
Chapter

Funding based 
on HIV cases as 
well as AIDS 
cases

Title II grants 
may be based 
on cases of HIV 
disease (i.e., 
reported AIDS 
cases and HIV-
infections that 
have not yet 
progressed to 
AIDS) rather 
than AIDS cases 
if data are 
suffi cient for 
doing so.

As of FY 2005, formula grants are 
to be awarded based on cases of 
HIV disease (i.e., reported AIDS 
cases and HIV-infections that 
have not yet progressed to AIDS) 
rather than AIDS cases if the 
Secretary of Health and Human 
Services has determined that HIV 
surveillance data are adequate for 
doing so. An Institute of Medicine 
Study will address this issue, and 
the Centers for Disease Control 
and Prevention will confi rm the 
reliability of such data. If data are 
not suffi cient by FY 2005, their 
adequacy will be reconsidered for 
FY 2006. HIV prevalence data will 
in any case be used for making 
awards for FY 2007.

Section I, Overview 
of the CARE Act
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Plain Text: Old Language, 1990 Act and 1996 Amendments,
Bold Text: New Language, pursuant to the Ryan White CARE Act Amendments of 2000

TITLE XXVI—HIV HEALTH CARE SERVICES PROGRAM1

PART A—EMERGENCY RELIEF FOR AREAS WITH SUBSTANTIAL NEED FOR SERVICES

SEC. 2601. [300ff-11]2 ESTABLISHMENT OF PROGRAM OF GRANTS.
(a)  ELIGIBLE AREAS.—The Secretary, acting through the Administrator of the Health Resources and Services 

Administration, shall, subject to subsections (b) through (d), make grants in accordance with section 2603 for the 
purpose of assisting in the provision of the services specifi ed in section 2604 in any metropolitan area for which 
there has been reported to the Director of the Centers for Disease Control and Prevention a cumulative total of 
more than 2,000 cases of acquired immune defi ciency syndrome for the most recent period of 5 calendar years for 
which such data are available.

(b)  REQUIREMENT REGARDING CONFIRMATION OF CASES.—The Secretary may not make a grant under 
subsection (a) for a metropolitan area unless, before making any payments under the grant, the cases of acquired 
immune defi ciency syndrome reported for purposes of such subsection have been confi rmed by the Secretary, 
acting through the Director of the Centers for Disease Control and Prevention.

(c)  REQUIREMENTS REGARDING POPULATION.—
(1)  NUMBER OF INDIVIDUALS.—

(A)  IN GENERAL.—Except as provided in subparagraph (B), the Secretary may not make a grant 
under this section for a metropolitan area unless the area has a population of 500,000 or more individuals.

(B)  LIMITATION.—Subparagraph (A) does not apply to any metropolitan area that was an eligible 
area under this part for fi scal year 1995 or any prior fi scal year.
(2)  GEOGRAPHIC BOUNDARIES.—For purposes of eligibility under this part, the boundaries of each 

metropolitan area are the boundaries that were in effect for the area for fi scal year 1994.
(d)  CONTINUED STATUS AS ELIGIBLE AREA.—Notwithstanding any other provision of this section, a 

metropolitan area that was an eligible area under this part for fi scal year 1996 is an eligible area for fi scal year 
1997 and each subsequent fi scal year.

2
Section I

CARE Act Legislation

THE RYAN WHITE CARE ACT:
A COMPILATION OF THE RYAN WHITE CARE ACT OF 1990 [Pub. L. 101-381], 

AS AMENDED BY THE RYAN WHITE CARE ACT AMENDMENTS OF 1996 [Pub. L. 104-146] 
AND THE RYAN WHITE CARE ACT AMENDMENTS OF 2000 [Pub. L. 106-345]
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THE RYAN WHITE CARE ACT:
A COMPILATION OF THE RYAN WHITE CARE ACT OF 1990 [Pub. L. 101-381], 

AS AMENDED BY THE RYAN WHITE CARE ACT AMENDMENTS OF 1996 [Pub. L. 104-146] 
AND THE RYAN WHITE CARE ACT AMENDMENTS OF 2000 [Pub. L. 106-345]

RYAN WHITE CARE ACT TITLE II MANUAL

SEC. 2602. [300ff-12] ADMINISTRATION AND PLANNING COUNCIL.
(a) ADMINISTRATION.—

(1)  IN GENERAL.—Assistance made available under grants awarded under this part shall be directed to 
the chief elected offi cial of the city or urban county that administers the public health agency that provides 
outpatient and ambulatory services to the greatest number of individuals with AIDS, as reported to and 
confi rmed by the Centers for Disease Control and Prevention, in the eligible area that is awarded such a grant.

(2) REQUIREMENTS.—
(A)  IN GENERAL.—To receive assistance under section 2601(a), the chief elected offi cial of the 

eligible area involved shall—
(i)  establish, through intergovernmental agreements with the chief elected offi cials of the 

political subdivisions described in subparagraph (B), an administrative mechanism to allocate funds 
and services based on—

(I)  the number of AIDS cases in such subdivisions;
(II) the severity of need for outpatient and ambulatory care services in such subdivisions; 

and
(III) the health and support services personnel needs of such subdivisions; and

(ii)  establish an HIV health services planning council in accordance with subsection (b).
(B)  LOCAL POLITICAL SUBDIVISION.—The political subdivisions referred to in subparagraph (A) 

are those political subdivisions in the eligible area—
(i)  that provide HIV-related health services; and
(ii)  for which the number of cases reported for purposes of section 2601(a) constitutes not less 

than 10 percent of the number of such cases reported for the eligible area.
(b) HIV HEALTH SERVICES PLANNING COUNCIL.—

(1)  ESTABLISHMENT.—To be eligible for assistance under this part, the chief elected offi cial described 
in subsection (a)(1) shall establish or designate an HIV health services planning council that shall refl ect in 
its composition the demographics of the population of individuals with HIV disease in the eligible area 
involved, with particular consideration given to disproportionately affected and historically underserved 
groups and subpopulations. Nominations for membership on the council shall be identifi ed through an open 
process and candidates shall be selected based on locally delineated and publicized criteria.  Such criteria 
shall include a confl ict-of-interest standard that is in accordance with paragraph (5).

(2)  REPRESENTATION.—The HIV health services planning council shall include representatives of—
(A)  health care providers, including federally qualifi ed health centers;
(B)  community-based organizations serving affected populations and AIDS service organizations;
(C)  social service providers, including providers of housing and homeless services;
(D)  mental health and substance abuse providers;
(E)  local public health agencies;
(F)  hospital planning agencies or health care planning agencies;
(G)  affected communities, including people with HIV disease and historically underserved groups 

and subpopulations;
(H)  nonelected community leaders;
(I)  State government (including the State medicaid agency and the agency administering the 

program under part B);
(J)  grantees under subpart II of part C;
(K)  grantees under section 2671, or, if none are operating in the area, representatives of 

organizations with a history of serving children, youth, women, and families living with HIV and 
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operating in the area;
(L)  grantees under other Federal HIV programs, including but not limited to providers of HIV 

prevention services; and
(M)  representatives of individuals who formerly were Federal, State, or local prisoners, were 

released from the custody of the penal system during the preceding 3 years, and had HIV disease as 
of the date on which the individuals were so released.
(3)  METHOD OF PROVIDING FOR COUNCIL.—

(A)  IN GENERAL.—In providing for a council for purposes of paragraph (1), a chief elected offi cial 
receiving a grant under section 2601(a) may establish the council directly or designate an existing entity 
to serve as the council, subject to subparagraph (B).

(B)  CONSIDERATION REGARDING DESIGNATION OF COUNCIL.—In making a determination of 
whether to establish or designate a council under subparagraph (A), a chief elected offi cial receiving 
a grant under section 2601(a) shall give priority to the designation of an existing entity that has 
demonstrated experience in planning for the HIV health care service needs within the eligible area and 
in the implementation of such plans in addressing those needs. Any existing entity so designated shall be 
expanded to include a broad representation of the full range of entities that provide such services within 
the geographic area to be served.
(4)  DUTIES.—The planning council established or designated under paragraph (1) shall—

(A) determine the size and demographics of the population of individuals with HIV disease;
(B) determine the needs of such population, with particular attention to— 

(i) individuals with HIV disease who know their HIV status and are not receiving HIV-
related services; and

(ii) disparities in access and services among affected subpopulations and historically 
underserved communities;
(C)  establish priorities for the allocation of funds within the eligible area, including how best to 

meet each such priority and additional factors that a grantee should consider in allocating funds under a 
grant based on the—

(i) size and demographics of the population of individuals with HIV disease (as 
determined under subparagraph (A)) and the needs of such population (as determined under 
subparagraph (B));

(ii) demonstrated (or probable) cost effectiveness and outcome effectiveness of proposed 
strategies and interventions, to the extent that data are reasonably available;

(iii) priorities of the communities with HIV disease for whom the services are intended;
(iv) coordination in the provision of services to such individuals with programs for HIV 

prevention and for the prevention and treatment of substance abuse, including programs that 
provide comprehensive treatment for such abuse;

(v) availability of other governmental and non-governmental resources, including the 
State medicaid plan under title XIX of the Social Security Act and the State Children’s Health 
Insurance Program under title XXI of such Act to cover health care costs of eligible individuals 
and families with HIV disease; and

(vi) capacity development needs resulting from disparities in the availability of HIV-related 
services in historically underserved communities;
(D) develop a comprehensive plan for the organization and delivery of health and support 

services described in section 2604 that— 
(i) includes a strategy for identifying individuals who know their HIV status and are not 
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receiving such services and for informing the individuals of and enabling the individuals to 
utilize the services, giving particular attention to eliminating disparities in access and services 
among affected subpopulations and historically underserved communities, and including 
discrete goals, a timetable, and an appropriate allocation of funds;

(ii) includes a strategy to coordinate the provision of such services with programs for HIV 
prevention (including outreach and early intervention) and for the prevention and treatment of 
substance abuse (including programs that provide comprehensive treatment services for such 
abuse); and

(iii) is compatible with any State or local plan for the provision of services to individuals 
with HIV disease;
(E)  assess the effi ciency of the administrative mechanism in rapidly allocating funds to the 

areas of greatest need within the eligible area, and at the discretion of the planning council, assess the 
effectiveness, either directly or through contractual arrangements, of the services offered in meeting the 
identifi ed needs;

(F)  participate in the development of the statewide coordinated statement of need initiated by the 
State public health agency responsible for administering grants under part B;

(G)  establish methods for obtaining input on community needs and priorities which may include 
public meetings (in accordance with paragraph (7)), conducting focus groups, and convening ad-hoc 
panels; and

(H)  coordinate with Federal grantees that provide HIV-related services within the eligible 
area.
(5)  CONFLICTS OF INTEREST.—

(A)  IN GENERAL.—The planning council under paragraph (1) may not be directly involved in the 
administration of a grant under section 2601(a).  With respect to compliance with the preceding sentence, 
the planning council may not designate (or otherwise be involved in the selection of) particular entities as 
recipients of any of the amounts provided in the grant.

(B) REQUIRED AGREEMENTS.—An individual may serve on the planning council under paragraph 
(1) only if the individual agrees that if the individual has a fi nancial interest in an entity, if the individual 
is an employee of a public or private entity, or if the individual is a member of a public or private 
organization, and such entity or organization is seeking amounts from a grant under section 2601(a), 
the individual will not, with respect to the purpose for which the entity seeks such amounts, participate 
(directly or in an advisory capacity) in the process of selecting entities to receive such amounts for such 
purpose.

(C) COMPOSITION OF COUNCIL.—The following applies regarding the membership of a 
planning council under paragraph (1):

(i) Not less than 33 percent of the council shall be individuals who are receiving HIV-
related services pursuant to a grant under section 2601(a), are not offi cers, employees, or 
consultants to any entity that receives amounts from such a grant, and do not represent any 
such entity, and refl ect the demographics of the population of individuals with HIV disease as 
determined under paragraph (4)(A).  For purposes of the preceding sentence, an individual 
shall be considered to be receiving such services if the individual is a parent of, or a caregiver 
for, a minor child who is receiving such services.

(ii) With respect to membership on the planning council, clause (i) may not be construed 
as having any effect on entities that receive funds from grants under any of parts B through F 
but do not receive funds from grants under section 2601(a), on offi cers or employees of such 
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entities, or on individuals who represent such entities.
(6)  GRIEVANCE PROCEDURES.—A planning council under paragraph (l) shall develop procedures for 

addressing grievances with respect to funding under this part, including procedures for submitting grievances 
that cannot be resolved to binding arbitration.  Such procedures shall be described in the by-laws of the 
planning council and be consistent with the requirements of subsection (c).

(7) PUBLIC DELIBERATIONS.—With respect to a planning council under paragraph (1), the 
following applies:

(A)  The council may not be chaired solely by an employee of the grantee under section 
2601(a).

(B)  In accordance with criteria established by the Secretary:
(i)  The meetings of the council shall be open to the public and shall be held only after 

adequate notice to the public.
(ii)  The records, reports, transcripts, minutes, agenda, or other documents which were 

made available to or prepared for or by the council shall be available for public inspection and 
copying at a single location.

(iii)  Detailed minutes of each meeting of the council shall be kept.  The accuracy of all 
minutes shall be certifi ed to by the chair of the council.

(iv) This subparagraph does not apply to any disclosure of information of a personal 
nature that would constitute a clearly unwarranted invasion of personal privacy, including any 
disclosure of medical information or personnel matters.

(c) GRIEVANCE PROCEDURES.—
(1)  FEDERAL RESPONSIBILITY.—

(A)  MODELS.—The Secretary shall, through a process that includes consultations with grantees 
under this part and public and private experts in grievance procedures, arbitration, and mediation, 
develop model grievance procedures that may be implemented by the planning council under subsection 
(b)(1) and grantees under this part.  Such model procedures shall describe the elements that must be 
addressed in establishing local grievance procedures and provide grantees with fl exibility in the design of 
such local procedures.

(B)  REVIEW.—The Secretary shall review grievance procedures established by the planning 
council and grantees under this part to determine if such procedures are adequate.  In making such a 
determination, the Secretary shall assess whether such procedures permit legitimate grievances to be 
fi led, evaluated, and resolved at the local level.
(2)  GRANTEES—To be eligible to receive funds under this part, a grantee shall develop grievance 

procedures that are determined by the Secretary to be consistent with the model procedures developed under 
paragraph (1)(A).  Such procedures shall include a process for submitting grievances to binding arbitration.
(d) PROCESS FOR ESTABLISHING ALLOCATION PRIORITIES.—Promptly after the date of the 

submission of the report required in section 501(b) of the Ryan White CARE Act Amendments of 2000 
(relating to the relationship between epidemiological measures and health care for certain individuals with 
HIV disease), the Secretary, in consultation with planning councils and entities that receive amounts from 
grants under section 2601(a) or 2611, shall develop epidemiologic measures—

(1)  for establishing the number of individuals living with HIV disease who are not receiving HIV-
related health services; and

(2)  for carrying out the duties under subsection (b)(4) and section 2617(b).
(e)  TRAINING GUIDANCE AND MATERIALS.—The Secretary shall provide to each chief elected offi cial 

receiving a grant under section 2601(a) guidelines and materials for training members of the planning 
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council under paragraph (1) regarding the duties of the council.

SEC. 2603. [300ff-13] TYPE AND DISTRIBUTION OF GRANTS.
(a)  GRANTS BASED ON RELATIVE NEED OF AREA.—

(1)  IN GENERAL.—In carrying out section 2601(a), the Secretary shall make a grant for each eligible 
area for which an application under section 2605(a) has been approved.  Each such grant shall be made in an 
amount determined in accordance with paragraph (3).

(2)  EXPEDITED DISTRIBUTION.—Not later than 60 days after an appropriation becomes available to 
carry out this part for a fi scal year, the Secretary shall, except in the case of waivers granted under section 
2605(c), disburse 50 percent of the amount appropriated under section 2677 for such fi scal year through 
grants to eligible areas under section 2601(a), in accordance with paragraph (3). The Secretary shall reserve 
an additional percentage of the amount appropriated under section 2677 for a fi scal year for grants under part 
A to make grants to eligible areas under section 2601(a) in accordance with paragraph (4).

(3)  AMOUNT OF GRANT.—
(A)  IN GENERAL.—Subject to the extent of amounts made available in appropriations Acts, a grant 

made for purposes of this paragraph to an eligible area shall be made in an amount equal to the product 
of—

(i)  an amount equal to the amount available for distribution under paragraph (2) for the fi scal 
year involved; and

(ii)  the percentage constituted by the ratio of the distribution factor for the eligible area to the 
sum of the respective distribution factors for all eligible areas.
(B)  DISTRIBUTION FACTOR.—For purposes of subparagraph (A)(ii), the term “distribution factor” 

means an amount equal to the estimated number of living cases of acquired immune defi ciency syndrome 
in the eligible area involved, as determined under subparagraph (C).

(C)  ESTIMATE OF LIVING CASES.—The amount determined in this subparagraph is an amount equal 
to the product of—

(i)  the number of cases of acquired immune defi ciency syndrome in the eligible area during 
each year in the most recent 120-month period for which data are available with respect to all 
eligible areas, as indicated by the number of such cases reported to and confi rmed by the Director 
of the Centers for Disease Control and Prevention for each year during such period, except that 
(subject to subparagraph (D)), for grants made pursuant to this paragraph for fi scal year 2005 
and subsequent fi scal years, the cases counted for each 12-month period beginning on or after 
July 1, 2004, shall be cases of HIV disease (as reported to and confi rmed by such Director) 
rather than cases of acquired immune defi ciency syndrome; and

(ii)  with respect to—
(I)  the fi rst year during such period, .06;
(II)  the second year during such period, .06;
(III)  the third year during such period, .08;
(IV)  the fourth year during such period, .10;
(V)  the fi fth year during such period, .16;
(VI)  the sixth year during such period, .16;
(VII)  the seventh year during such period, .24;
(VIII)  the eighth year during such period, .40;
(IX)  the ninth year during such period, .57; and
(X)  the tenth year during such period, .88.
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The yearly percentage described in subparagraph (ii) shall be updated biennially by the Secretary, 
after consultation with the Centers for Disease Control and Prevention, and shall be reported 
to the congressional committees of jurisdiction. The fi rst such update shall occur prior to the 

determination of grant awards under this part for fi scal year 1998.3  Updates shall as applicable 
take into account the counting of cases of HIV disease pursuant to clause (i).
(D)  DETERMINATION OF SECRETARY REGARDING DATA ON HIV CASES.— 

(i)  IN GENERAL.—Not later than July 1, 2004, the Secretary shall determine whether 
there is data on cases of HIV disease from all eligible areas (reported to and confi rmed by the 
Director of the Centers for Disease Control and Prevention) suffi ciently accurate and reliable 
for use for purposes of subparagraph (C)(i).  In making such a determination, the Secretary 
shall take into consideration the fi ndings of the study under section 501(b) of the Ryan White 
CARE Act Amendments of 2000 (relating to the relationship between epidemiological measures 
and health care for certain individuals with HIV disease).

(ii) EFFECT OF ADVERSE DETERMINATION.—If under clause (i) the Secretary determines 
that data on cases of HIV disease is not suffi ciently accurate and reliable for use for purposes 
of subparagraph (C)(i), then notwithstanding such subparagraph, for any fi scal year prior to 
fi scal year 2007 the references in such subparagraph to cases of HIV disease do not have any 
legal effect.

(iii) GRANTS AND TECHNICAL ASSISTANCE REGARDING COUNTING OF HIV CASES.—Of 
the amounts appropriated under section 318B for a fi scal year, the Secretary shall reserve 
amounts to make grants and provide technical assistance to States and eligible areas with 
respect to obtaining data on cases of HIV disease to ensure that data on such cases is available 
from all states and eligible areas as soon as is practicable but not later than the beginning of 
fi scal year 2007.
(E)  UNEXPENDED FUNDS.—The Secretary may, in determining the amount of a grant for a fi scal 

year under this paragraph, adjust the grant amount to refl ect the amount of unexpended and uncanceled 
grant funds remaining at the end of the fi scal year preceding the year for which the grant determination 
is to be made.  The amount of any such unexpended funds shall be determined using the fi nancial status 
report of the grantee.
(4)  INCREASES IN GRANT.—

(A)  IN GENERAL.—For each fi scal year in a protection period for an eligible area, the 
Secretary shall increase the amount of the grant made pursuant to paragraph (2) for the area to 
ensure that— 

(i)  for the fi rst fi scal year in the protection period, the grant is not less than 98 percent of 
the amount of the grant made for the eligible area pursuant to such paragraph for the base 
year for the protection period;

(ii)  for any second fi scal year in such period, the grant is not less than 95 percent of the 
amount of such base year grant;

(iii)  for any third fi scal year in such period, the grant is not less than 92 percent of the 
amount of the base year grant;

(iv)  for any fourth fi scal year in such period, the grant is not less than 89 percent of the 
amount of the base year grant; and

(v)  for any fi fth or subsequent fi scal year in such period, if, pursuant to paragraph 
(3)(D)(ii), the references in paragraph (3)(C)(i) to HIV disease do not have any legal effect, the 
grant is not less than 85 percent of the amount of the base year grant.
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(B)  SPECIAL RULE.—If for fi scal year 2005, pursuant to paragraph (3)(D)(ii), data on cases of 
HIV disease are used for purposes of paragraph (3)(C)(i), the Secretary shall increase the amount 
of a grant made pursuant to paragraph (2) for an eligible area to ensure that the grant is not less 
than 98 percent of the amount of the grant made for the area in fi scal year 2004.

(C)  BASE YEAR; PROTECTION PERIOD.—With respect to grants made pursuant to paragraph 
(2) for an eligible area:

(i)  The base year for a protection period is the fi scal year preceding the trigger grant-
reduction year.

(ii)  The fi rst trigger grant-reduction year is the fi rst fi scal year (after fi scal year 2000) for 
which the grant for the area is less than the grant for the area for the preceding fi scal year.

(iii)  A protection period begins with the trigger grant-reduction year and continues until 
the beginning of the fi rst fi scal year for which the amount of the grant determined pursuant 
to paragraph (2) for the area equals or exceeds the amount of the grant determined under 
subparagraph (A).

(iv)  Any subsequent trigger grant-reduction year is the fi rst fi scal year, after the end of the 
preceding protection period, for which the amount of the grant is less than the amount of the 
grant for the preceding fi scal year.

(b)  SUPPLEMENTAL GRANTS.—
(1)  IN GENERAL.—Not later than 150 days after the date on which appropriations are made under section 

2677 for a fi scal year, the Secretary shall disburse the remainder of amounts not disbursed under section 
2603(a)(2) for such fi scal year for the purpose of making grants under section 2601(a) to eligible areas whose 
application under section 2605(b)—

(A)  contains a report concerning the dissemination of emergency relief funds under subsection (a) 
and the plan for utilization of such funds;

(B)  demonstrates the severe need in such area for supplemental fi nancial assistance to combat the 
HIV epidemic;

(C)  demonstrates the existing commitment of local resources of the area, both fi nancial and in-kind, 
to combating the HIV epidemic;

(D)  demonstrates the ability of the area to utilize such supplemental fi nancial resources in a manner 
that is immediately responsive and cost effective;

(E)  demonstrates that resources will be allocated in accordance with the local demographic 
incidence of AIDS including appropriate allocations for services for infants, children, youth, women, and 
families with HIV disease;

(F)  demonstrates the inclusiveness of the planning council membership, with particular emphasis on 
affected communities and individuals with HIV disease; and

(G)  demonstrates the manner in which the proposed services are consistent with the local needs 
assessment and the statewide coordinated statement of need.
(2)  AMOUNT OF GRANT.—

(A)  IN GENERAL.—The amount of each grant made for purposes of this subsection shall be 
determined by the Secretary based on a weighting of factors under paragraph (1), with severe need 
under subparagraph (B) of such paragraph counting one-third.

(B)  SEVERE NEED.—In determining severe need in accordance with paragraph (1)(B), the Secretary 
shall consider the ability of the qualifi ed applicant to expend funds effi ciently and the impact of relevant 
factors on the cost and complexity of delivering health care and support services to individuals with HIV 
disease in the eligible area, including factors such as—
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(i)  sexually transmitted diseases, substance abuse, tuberculosis, severe mental illness, or other 
comorbid factors determined relevant by the Secretary;

(ii)  new or growing subpopulations of individuals with HIV disease;
(iii)  homelessness;
(iv)  the current prevalence of HIV disease;
(v) an increasing need for HIV-related services, including relative rates of increase in the 

number of cases of HIV disease; and
(vi) unmet need for such services, as determined under section 2602(b)(4).

(C)  PREVALENCE.—In determining the impact of the factors described in subparagraph (B), 
the Secretary shall, to the extent practicable, use national, quantitative incidence data that are available 
for each eligible area.  Not later than 18 months after the date of the enactment of the Ryan White 
CARE Act Amendments of 2000, the Secretary shall develop a mechanism to utilize such data. Such 
a mechanism shall be modifi ed to refl ect the fi ndings of the study under section 501(b) of the Ryan 
White CARE Act Amendments of 2000 (relating to the relationship between epidemiological 
measures and health care for certain individuals with HIV disease).
In the absence of such data, the Secretary may consider a detailed description and qualitative analysis of 
severe need, as determined under subparagraph (B), including any local prevalence data gathered and 
analyzed by the eligible area. 

(D)  PRIORITY.—Subsequent to the development of the quantitative mechanism described in 

subparagraph (C), the Secretary shall phase in, over a 3-year period beginning in fi scal year 1998,4 the 
use of such a mechanism to determine the severe need of an eligible area compared to other eligible areas 
and to determine, in part, the amount of supplemental funds awarded to the eligible area under this part.
(3)  REMAINDER OF AMOUNTS.—In determining the amount of funds to be obligated under paragraph 

(1), the Secretary shall include amounts that are not paid to the eligible areas under expedited procedures 
under section 2603(a)(2) as a result of—

(A)  the failure of any eligible area to submit an application under section 2605(c); or
(B)  any eligible area informing the Secretary that such eligible area does not intend to expend the 

full amount of its grant under such section.
(4)  FAILURE TO SUBMIT.—

(A)  IN GENERAL.—The failure of an eligible area to submit an application for an expedited grant 
under section 2603(a)(2) shall not result in such area being ineligible for a grant under this subsection.

(B)  APPLICATION.—The application of an eligible area submitted under section 2605(b) shall 
contain the assurances required under subsection (a) of such section if such eligible area fails to submit 
an application for an expedited grant under section 2603(a)(2).

(c) COMPLIANCE WITH PRIORITIES OF HIV PLANNING COUNCIL.—
Notwithstanding any other provision of this part, the Secretary, in carrying out section 2601(a), may not 

make any grant under subsection (a) or (b) to an eligible area unless the application submitted by such area under 
section 2605 for the grant involved demonstrates that the grants made under subsections (a) and (b) to the area for 
the preceding fi scal year (if any) were expended in accordance with the priorities applicable to such year that were 
established, pursuant to section 2602(b)(4)(c), by the planning council serving the area.

SEC. 2604. [300ff-14] USE OF AMOUNTS.
(a)  REQUIREMENTS.—The Secretary may not make a grant under section 2601(a) to the chief elected offi cial 

of an eligible area unless such political subdivision agrees that—
(1)  subject to paragraph (2), the allocation of funds and services within the eligible area will be made 



Section I: General Information
Chapter 2: CARE Act Legislation

20

THE RYAN WHITE CARE ACT:
A COMPILATION OF THE RYAN WHITE CARE ACT OF 1990 [Pub. L. 101-381], 

AS AMENDED BY THE RYAN WHITE CARE ACT AMENDMENTS OF 1996 [Pub. L. 104-146] 
AND THE RYAN WHITE CARE ACT AMENDMENTS OF 2000 [Pub. L. 106-345]

RYAN WHITE CARE ACT TITLE II MANUAL

in accordance with the priorities established, pursuant to section 2602(b)(3)(A), by the HIV health services 
planning council that serves such eligible area; and

(2)  funds provided under section 2601 will be expended only for the purposes described in subsections 
(b) and (c).
(b)  PRIMARY PURPOSES.— 

(1)  IN GENERAL.—The chief elected offi cial shall use amounts received under a grant under section 
2601 to provide direct fi nancial assistance to entities described in paragraph (2) for the purpose of delivering 
or enhancing HIV-related services, as follows:

(A)  Outpatient and ambulatory health services, including substance abuse treatment, mental 
health treatment, and comprehensive treatment services, which shall include treatment education and 
prophylactic treatment for opportunistic infections, for individuals and families with HIV disease.

(B)  Outpatient and ambulatory support services (including case management), to the extent 
that such services facilitate, enhance, support, or sustain the delivery, continuity, or benefi ts of 
health services for individuals and families with HIV disease.

(C)  Inpatient case management services that prevent unnecessary hospitalization or that expedite 
discharge, as medically appropriate, from inpatient facilities.

(D)  Outreach activities that are intended to identify individuals with HIV disease who know 
their HIV status and are not receiving HIV-related services, and that are— 

(i) necessary to implement the strategy under section 2602(b)(4)(D), including activities 
facilitating the access of such individuals to HIV-related primary care services at entities 
described in paragraph (3)(A);

(ii) conducted in a manner consistent with the requirements under sections 2605(a)(3) and 
2651(b)(2); and

(iii) supplement, and do not supplant, such activities that are carried out with amounts 
appropriated under section 317.

(2) APPROPRIATE ENTITIES.—
(A)  IN GENERAL.—Subject to subparagraph (B), direct fi nancial assistance may be provided 

under paragraph (1) to public or nonprofi t private entities,,5 or private for-profi t entities if such entities 
are the only available provider of quality HIV care in the area, including hospitals (which may include 
Department of Veterans Affairs facilities), community-based organizations, hospices, ambulatory care 
facilities, community health centers, migrant health centers, homeless health centers, substance abuse 
treatment programs, and mental health programs.

(B)  PRIORITY.—In providing direct fi nancial assistance under paragraph (1) the chief elected 
offi cial shall give priority to entities that are currently participating in Health Resources and Services 
Administration HIV health care demonstration projects.
(3)  EARLY INTERVENTION SERVICES.—

(A) IN GENERAL.—The purposes for which a grant under section 2601 may be used include 
providing to individuals with HIV disease early intervention services described in section 
2651(b)(2), with follow-up referral provided for the purpose of facilitating the access of individuals 
receiving the services to HIV-related health services.  The entities through which such services 
may be provided under the grant include public health departments, emergency rooms, substance 
abuse and mental health treatment programs, detoxifi cation centers, detention facilities, clinics 
regarding sexually transmitted diseases, homeless shelters, HIV disease counseling and testing sites, 
health care points of entry specifi ed by eligible areas, federally qualifi ed health centers, and entities 
described in section 2652(a) that constitute a point of access to services by maintaining referral 
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relationships.
(B)  CONDITIONS.—With respect to an entity that proposes to provide early intervention 

services under subparagraph (A), such subparagraph applies only if the entity demonstrates to the 
satisfaction of the chief elected offi cial for the eligible area involved that— 

(i) Federal, State, or local funds are otherwise inadequate for the early intervention 
services the entity proposes to provide; and

(ii) the entity will expend funds pursuant to such subparagraph to supplement and not 
supplant other funds available to the entity for the provision of early intervention services for 
the fi scal year involved.

(4)  PRIORITY FOR WOMEN, INFANTS AND CHILDREN.— 
(A)  IN GENERAL.—For the purpose of providing health and support services to infants, 

children, youth, and women with HIV disease, including treatment measures to prevent the 
perinatal transmission of HIV, the chief elected offi cial of an eligible area, in accordance with the 
established priorities of the planning council, shall for each of such populations in the eligible area 
use, from the grants made for the area under section 2601(a) for a fi scal year, not less than the 
percentage constituted by the ratio of the population involved (infants, children, youth, or women 
in such area) with acquired immune defi ciency syndrome to the general population in such area of 
individuals with such syndrome.

(B)  WAIVER.—With respect to the population involved, the Secretary may provide to the chief 
elected offi cial of an eligible area a waiver of the requirement of subparagraph (A) if such offi cial 
demonstrates to the satisfaction of the Secretary that the population is receiving HIV-related 
health services through the State medicaid program under title XIX of the Social Security Act, the 
State children’s health insurance program under title XXI of such Act, or other Federal or State 
programs.

(c)  QUALITY MANAGEMENT.— 
(1)  REQUIREMENT.—The chief elected offi cial of an eligible area that receives a grant under this 

part shall provide for the establishment of a quality management program to assess the extent to which 
HIV health services provided to patients under the grant are consistent with the most recent Public 
Health Service guidelines for the treatment of HIV disease and related opportunistic infection, and as 
applicable, to develop strategies for ensuring that such services are consistent with the guidelines for 
improvement in the access to and quality of HIV health services.

(2)  USE OF FUNDS.—From amounts received under a grant awarded under this part for a fi scal 
year, the chief elected offi cial of an eligible area may (in addition to amounts to which subsection (f)(1) 
applies) use for activities associated with the quality management program required in paragraph (1) 
not more than the lesser of—

(A)  5 percent of amounts received under the grant; or
(B)  $3,000,000.

(d)  LIMITED EXPENDITURES FOR PERSONNEL NEEDS.—
(1)  IN GENERAL.—A chief elected offi cial, in accordance with paragraph (3), may use not to exceed 10 

percent of amounts received under a grant under section 2601 to provide fi nancial assistance or services, for 
the purposes described in paragraph (2), to any public or nonprofi t private entity, including hospitals (which 
may include Veterans Administration facilities), nursing homes, subacute and transitional care facilities, and 
hospices that—

(A)  provide HIV-related care or services to a disproportionate share of low-income individuals and 
families with HIV disease;
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(B)  incur uncompensated costs in the provision of such care or services to such individuals and 
families;

(C)  have established, and agree to implement, a plan to evaluate the utilization of services provided 
in the care of individuals and families with HIV disease; and

(D)  have established a system designed to ensure that such individuals and families are referred to 
the most medically appropriate level of care as soon as such referral is medically indicated.
(2)  Use.—A chief elected offi cial may use amounts referred to in paragraph (1) to—

(A)  provide direct fi nancial assistance to institutions and entities of the type referred to in such 
paragraph to assist such institutions and entities in recruiting or training and paying compensation to 
qualifi ed personnel determined, under paragraph (3), to be necessary by the HIV health services planning 
council, specifi cally for the care of individuals with HIV disease; or

(B)  in lieu of providing direct fi nancial assistance, make arrangements for the provision of the 
services of such qualifi ed personnel to such institutions and entities.
(3)  REQUIREMENT OF DETERMINATION BY COUNCIL.—A chief elected offi cial shall not use any of 

the amounts received under a grant under section 2601(a) to provide assistance or services under paragraph 
(2) unless the HIV health services planning council of the eligible area has made a determination that, with 
respect to the care of individuals with HIV disease—

(A)  a shortage of specifi c health, mental health or support service personnel exists within specifi c 
institutions or entities in the eligible area;

(B)  the shortage of such personnel has resulted in the inappropriate utilization of inpatient services 
within the area; and

(C)  assistance or services provided to an institution or entity under paragraph (2), will not be used 
to supplant the existing resources devoted by such institution or entity to the uses described in such 
paragraph.

(e)  REQUIREMENT OF STATUS AS MEDICAID PROVIDER.—
(1)  PROVISION OF SERVICE.—Subject to paragraph (2), the Secretary may not make a grant under 

section 2601(a) for the provision of services under this section in a State unless, in the case of any such 
service that is available pursuant to the State plan approved under title XIX of the Social Security Act for the 
State—

(A)  the political subdivision involved will provide the service directly, and the political subdivision 
has entered into a participation agreement under the State plan and is qualifi ed to receive payments under 
such plan; or

(B)  the political subdivision will enter into an agreement with a public or nonprofi t private entity 
under which the entity will provide the service, and the entity has entered into such a participation 
agreement and is qualifi ed to receive such payments.
(2)  WAIVER.—

(A)  IN GENERAL.—In the case of an entity making an agreement pursuant to paragraph (1)(B) 
regarding the provision of services, the requirement established in such paragraph shall be waived by 
the HIV health services planning council for the eligible area if the entity does not, in providing health 
care services, impose a charge or accept reimbursement available from any third-party payor, including 
reimbursement under any insurance policy or under any Federal or State health benefi ts program.

(B)  DETERMINATION.—A determination by the HIV health services planning council of whether 
an entity referred to in subparagraph (A) meets the criteria for a waiver under such subparagraph shall 
be made without regard to whether the entity accepts voluntary donations for the purpose of providing 
services to the public.
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(f)  ADMINISTRATION.—
(1)  IN GENERAL.—The chief executive offi cer of an eligible area shall not use in excess of 5 percent 

of amounts received under a grant awarded under this part for administration,.6  In the case of entities and 
subcontractors to which such offi cer allocates amounts received by the offi cer under the grant, the offi cer 
shall ensure that, of the aggregate amount so allocated, the total of the expenditures by such entities for 
administrative expenses does not exceed 10 percent (without regard to whether particular entities expend 
more than 10 percent for such expenses).

(2)  ADMINISTRATIVE ACTIVITIES.—For the purposes of paragraph (1), amounts may be used for 
administrative activities that include—

(A)  routine grant administration and monitoring activities, including the development of applications 
for part A funds, the receipt and disbursal of program funds, the development and establishment of 
reimbursement and accounting systems, the preparation of routine programmatic and fi nancial reports, 
and compliance with grant conditions and audit requirements; and

(B)  all activities associated with the grantee’s contract award procedures, including the development 
of requests for proposals, contract proposal review activities, negotiation and awarding of contracts, 
monitoring of contracts through telephone consultation, written documentation or onsite visits, reporting 
on contracts, and funding reallocation activities.
(3)  SUBCONTRACTOR ADMINISTRATIVE COSTS.—For or the purposes of this subsection, subcontractor 

administrative activities include—
(A)  usual and recognized overhead, including established indirect rates for agencies;
(B)  management oversight of specifi c programs funded under this title; and
(C)  other types of program support such as quality assurance, quality control, and related activities.

(g)  CONSTRUCTION.—A State may not use amounts received under a grant awarded under this part to 
purchase or improve land, or to purchase, construct, or permanently improve (other than minor remodeling) any 
building or other facility, or to make cash payments to intended recipients of services.

SEC. 2605. [300ff-15] APPLICATION.
(a)  IN GENERAL.—To be eligible to receive a grant under section 2601, an eligible area shall prepare and 

submit to the Secretary an application, in accordance with subsection (c) regarding a single application and grant 
award, at such time, in such form, and containing such information as the Secretary shall require, including 
assurances adequate to ensure—

(1)(A)  that funds received under a grant awarded under this part will be utilized to supplement not 
supplant State funds made available in the year for which the grant is awarded to provide HIV-related services 
as described in section 2604(b)(1);

(B)  that the political subdivisions within the eligible area will maintain the level of expenditures by such 
political subdivisions for HIV-related services as described in section 2604(b)(1) at a level that is equal to 
the level of such expenditures by such political subdivisions for the preceding fi scal year; and

(C) that political subdivisions within the eligible area will not use funds received under a grant awarded 
under this part in maintaining the level of expenditures for HIV-related services as required in subparagraph 
(B);

(2)  that the eligible area has an HIV health services planning council and has entered into 
intergovernmental agreements pursuant to section 2602, and has developed or will develop the comprehensive 
plan in accordance with section 2602(b)(3)(B);

(3)  that entities within the eligible area that receive funds under a grant under this part will 
maintain appropriate relationships with entities in the eligible area served that constitute key points 
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of access to the health care system for individuals with HIV disease (including emergency rooms, 
substance abuse treatment programs, detoxifi cation centers, adult and juvenile detention facilities, 
sexually transmitted disease clinics, HIV counseling and testing sites, mental health programs, 
and homeless shelters), and other entities under section 2604(b)(3) and 2652(a), for the purpose of 
facilitating early intervention for individuals newly diagnosed with HIV disease and individuals 
knowledgeable of their HIV status but not in care;

(4) that the chief elected offi cial of the eligible area will satisfy all requirements under section 
2604(c);

(5)  that entities within the eligible area that will receive funds under a grant provided under section 
2601(a) shall participate in an established HIV community-based continuum of care if such continuum exists 
within the eligible area;

(6)  that funds received under a grant awarded under this part will not be utilized to make payments for 
any item or service to the extent that payment has been made, or can reasonably be expected to be made, with 
respect to that item or service—

(A)  under any State compensation program, under an insurance policy, or under any Federal or State 
health benefi ts program; or

(B) by an entity that provides health services on a prepaid basis;
(7)  to the maximum extent practicable, that—

(A)  HIV health care and support services provided with assistance made available under this part 
will be provided without regard—

(i)  to the ability of the individual to pay for such services; and
(ii)  to the current or past health condition of the individual to be served;

(B)  such services will be provided in a setting that is accessible to low-income individuals with 
HIV-disease; and

(C)  a program of outreach will be provided to low-income individuals with HIV-disease to inform 
such individuals of such services;
(8)  that the applicant has participated, or will agree to participate, in the statewide coordinated statement 

of need process where it has been initiated by the State public health agency responsible for administering 
grants under part B, and ensure that the services provided under the comprehensive plan are consistent with 
the statewide coordinated statement of need; and

(9)  that the eligible area has procedures in place to ensure that services provided with funds 
received under this part meet the criteria specifi ed in section 2604(b)(1).
(b)  APPLICATION.—An eligible area that desires to receive a grant under section 2603(b) shall prepare and 

submit to the Secretary an application, in accordance with subsection (c) regarding a single application and grant 
award, at such time, in such form, and containing such information as the Secretary shall require, including the 
information required under such subsection and information concerning—

(1)  the number of individuals to be served within the eligible area with assistance provided under the 
grant;

(2)  demographic data on the population of such individuals;
(3)  the average cost of providing each category of HIV-related health services and the extent to which 

such cost is paid by third-party payors; and
(4)  the aggregate amounts expended for each such category of services.

(c)  SINGLE APPLICATION AND GRANT AWARD.—
(1)  APPLICATION.—The Secretary may phase in the use of a single application that meets the 

requirements of subsections (a) and (b) of section 2603 with respect to an eligible area that desires to receive 
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grants under section 2603 for a fi scal year.
(2)  GRANT AWARD.—The Secretary may phase in the awarding of a single grant to an eligible area that 

submits an approved application under paragraph (1) for a fi scal year.
(d)  DATE CERTAIN FOR SUBMISSION.—

(1)  REQUIREMENT.—Except as provided in paragraph (2), to be eligible to receive a grant under section 
2601(a) for a fi scal year, an application under subsection (a) shall be submitted not later than 45 days after the 
date on which appropriations are made under section 2677 for the fi scal year.

(2)  EXCEPTION.—The Secretary may extend the time for the submission of an application under 
paragraph (1) for a period of not to exceed 60 days if the Secretary determines that the eligible area has made 
a good faith effort to comply with the requirement of such paragraph but has otherwise been unable to submit 
its application.

(3)  DISTRIBUTION BY SECRETARY.—Not later than 45 days after receiving an application that meets 
the requirements of subsection (a) from an eligible area, the Secretary shall distribute to such eligible area the 
amounts awarded under the grant for which the application was submitted.

(4)  REDISTRIBUTION.—Any amounts appropriated in any fi scal year under this part and not obligated 
to an eligible entity as a result of the failure of such entity to submit an application shall be redistributed by 
the Secretary to other eligible entities in proportion to the original grants made to such eligible areas under 
section 2601(a).
(e)  REQUIREMENTS REGARDING IMPOSITION OF CHARGES FOR SERVICES.—

(1)  IN GENERAL.—The Secretary may not make a grant under section 2601 to an eligible area unless the 
eligible area provides assurances that in the provision of services with assistance provided under the grant—

(A)  in the case of individuals with an income less than or equal to 100 percent of the offi cial poverty 
line, the provider will not impose charges on any such individual for the provision of services under the 
grant;

(B)  in the case of individuals with an income greater than 100 percent of the offi cial poverty line, 
the provider—

(i)  will impose a charge on each such individual for the provision of such services; and
(ii) will impose the charge according to a schedule of charges that is made available to the 

public;
(C)  in the case of individuals with an income greater than 100 percent of the offi cial poverty line 

and not exceeding 200 percent of such poverty line, the provider will not, for any calendar year, impose 
charges in an amount exceeding 5 percent of the annual gross income of the individual involved;

(D)  in the case of individuals with an income greater than 200 percent of the offi cial poverty line 
and not exceeding 300 percent of such poverty line, the provider will not, for any calendar year, impose 
charges in an amount exceeding 7 percent of the annual gross income of the individual involved; and

(E)  in the case of individuals with an income greater than 300 percent of the offi cial poverty line, the 
provider will not, for any calendar year, impose charges in an amount exceeding 10 percent of the annual 
gross income of the individual involved.
(2)  ASSESSMENT OF CHARGE.—With respect to compliance with the assurance made under paragraph 

(1), a grantee or entity receiving assistance under this part may, in the case of individuals subject to a charge 
for purposes of such paragraph—

(A)  assess the amount of the charge in the discretion of the grantee, including imposing only a 
nominal charge for the provision of services, subject to the provisions of such paragraph regarding public 
schedules and regarding limitations on the maximum amount of charges; and

(B)  take into consideration the medical expenses of individuals in assessing the amount of the 
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charge, subject to such provisions.
(3)  APPLICABILITY OF LIMITATION ON AMOUNT OF CHARGE.— The Secretary may not make a grant 

under section 2601 to an eligible area unless the eligible area agrees that the limitations established in 
subparagraphs (C), (D) and (E) of paragraph (1) regarding the imposition of charges for services applies to 
the annual aggregate of charges imposed for such services, without regard to whether they are characterized 
as enrollment fees, premiums, deductibles, cost sharing, copayments, coinsurance, or other charges.

(4) WAIVER REGARDING SECONDARY AGREEMENTS.—The requirements established in paragraphs (1) 
through (3) shall be waived in accordance with section 2604(d)(2).

SEC. 2606. [300ff-16] TECHNICAL ASSISTANCE.
The Administrator of the Health Resources and Services Administration shall, beginning on the date of 

enactment of this title, provide technical assistance, including assistance from other grantees, contractors or 
subcontractors under this title to assist newly eligible metropolitan areas in the establishment of HIV health 
services planning councils and, to assist entities in complying with the requirements of this part in order to make 
such entities eligible to receive a grant under this part. The Administrator may make planning grants available 
to metropolitan areas, in an amount not to exceed $75,000 for any metropolitan area, projected to be eligible for 
funding under section 2601 in the following fi scal year. Such grant amounts shall be deducted from the fi rst year 
formula award to eligible areas accepting such grants. Not to exceed 1 percent of the amount appropriated for a 
fi scal year under section 2677 for grants under part A may be used to carry out this section.

SEC. 2607. [300ff-17] DEFINITIONS.
For purposes of this part:

(1)  ELIGIBLE AREA.—The term “eligible area” means a metropolitan area meeting the requirements of 
section 2601 that are applicable to the area.

(2)  METROPOLITAN AREA.—The term “metropolitan area” means an area referred to in the HIV/AIDS 
Surveillance Report of the Centers for Disease Control and Prevention as a metropolitan area.

PART B—CARE GRANT PROGRAM7

Subpart I—General Grant Provisions

SEC. 2611. [300ff-21] GRANTS.
(a)  IN GENERAL.—The Secretary shall, subject to the availability of appropriations, make grants to States 

to enable such States to improve the quality, availability and organization of health care and support services for 
individuals and families with HIV disease. The authority of the Secretary to provide grants under part B is subject 
to section 2626(e)(2) (relating to the decrease in perinatal transmission of HIV disease).

(b)  PRIORITY FOR WOMEN, INFANTS AND CHILDREN.—
(1)  IN GENERAL.—For the purpose of providing health and support services to infants, 

children, youth, and women with HIV disease, including treatment measures to prevent the perinatal 
transmission of HIV, a State shall for each of such populations use, of the funds allocated under this 
part to the State for a fi scal year, not less than the percentage constituted by the ratio of the population 
involved (infants, children, youth, or women in the State) with acquired immune defi ciency syndrome 
to the general population in the State of individuals with such syndrome.

(2) WAIVER.—With respect to the population involved, the Secretary may provide to a State a 
waiver of the requirement of paragraph (1) if the State demonstrates to the satisfaction of the Secretary 
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that the population is receiving HIV-related health services through the State medicaid program under 
title XIX of the Social Security Act, the State children’s health insurance program under title XXI of 
such Act, or other Federal or State programs.

SEC. 2612. [300ff-22] GENERAL USE OF GRANTS.
(a)  IN GENERAL.—A State may use amounts provided under grants made under this part— 

(1)8  to provide the services described in section 2604(b)(1) for individuals with HIV disease;
(2)  to establish and operate HIV care consortia within areas most affected by HIV disease that shall 

be designed to provide a comprehensive continuum of care to individuals and families with HIV disease in 
accordance with section 2613;

(3)  to provide home- and community-based care services for individuals with HIV disease in accordance 
with section 2614;

(4)  to provide assistance to assure the continuity of health insurance coverage for individuals with HIV 
disease in accordance with section 2615; and

(5)  to provide therapeutics to treat HIV disease to individuals with HIV disease in accordance with 
section 2616.

Services described in paragraph (1) shall be delivered through consortia designed as described in paragraph (2), 
where such consortia exist, unless the State demonstrates to the Secretary that delivery of such services would 
be more effective when other delivery mechanisms are used. In making a determination regarding the delivery 
of services, the State shall consult with appropriate representatives of service providers and recipients of services 
who would be affected by such determination, and shall include in its demonstration to the Secretary the fi ndings 
of the State regarding such consultation.

(b)  SUPPORT SERVICES; OUTREACH.—The purposes for which a grant under this part may be used 
include delivering or enhancing the following:

(1)  Outpatient and ambulatory support services under section 2611(a) (including case manage-
ment) to the extent that such services facilitate, enhance, support, or sustain the delivery, continuity, or 
benefi ts of health services for individuals and families with HIV disease.

(2)  Outreach activities that are intended to identify individuals with HIV disease who know their 
HIV status and are not receiving HIV-related services, and that are—

(A)  necessary to implement the strategy under section 2617(b)(4)(B), including activities 
facilitating the access of such individuals to HIV-related primary care services at entities described 
in subsection (c)(1);

(B)  conducted in a manner consistent with the requirement under section 2617(b)(6)(G) and 
2651(b)(2); and

(C)  supplement, and do not supplant, such activities that are carried out with amounts 
appropriated under section 317.

(c)  EARLY INTERVENTION SERVICES.—
(1)  IN GENERAL.—The purposes for which a grant under this part may be used include providing 

to individuals with HIV disease early intervention services described in section 2651(b)(2), with follow-
up referral provided for the purpose of facilitating the access of individuals receiving the services to 
HIV-related health services.  The entities through which such services may be provided under the grant 
include public health departments, emergency rooms, substance abuse and mental health treatment 
programs, detoxifi cation centers, detention facilities, clinics regarding sexually transmitted diseases, 
homeless shelters, HIV disease counseling and testing sites, health care points of entry specifi ed by 
States or eligible areas, federally qualifi ed health centers, and entities described in section 2652(a) that 
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constitute a point of access to services by maintaining referral relationships.
(2)  CONDITIONS.—With respect to an entity that proposes to provide early intervention services 

under paragraph (1), such paragraph applies only if the entity demonstrates to the satisfaction of the 
State involved that—

(A)  Federal, State, or local funds are otherwise inadequate for the early intervention services 
the entity proposes to provide; and

(B) the entity will expend funds pursuant to such paragraph to supplement and not supplant 
other funds available to the entity for the provision of early intervention services for the fi scal year 
involved.

(d)  QUALITY MANAGEMENT.—
(1)  REQUIREMENT.—Each State that receives a grant under this part shall provide for the 

establishment of a quality management program to assess the extent to which HIV health services 
provided to patients under the grant are consistent with the most recent Public Health Service 
guidelines for the treatment of HIV disease and related opportunistic infection, and as applicable, to 
develop strategies for ensuring that such services are consistent with the guidelines for improvement in 
the access to and quality of HIV health services.

(2)  USE OF FUNDS.—From amounts received under a grant awarded under this part for a fi scal 
year, the State may (in addition to amounts to which section 2618(b)(5) applies) use for activities 
associated with the quality management program required in paragraph (1) not more than the lesser 
of— 

(A) 5 percent of amounts received under the grant; or 
(B) $3,000,000.

SEC. 2613. [300ff-23] GRANTS TO ESTABLISH HIV CARE CONSORTIA.
(a)  CONSORTIA.—A State may use amounts provided under a grant awarded under this part to provide 

assistance under section 2612(a)(1) to an entity that—
(1)  is an association of one or more public, and one or more nonprofi t private, (or private for-profi t 

providers or organizations if such entities are the only available providers of quality HIV care in the area) 
health care and support service providers and community based organizations operating within areas 
determined by the State to be most affected by HIV disease; and

(2)  agrees to use such assistance for the planning, development and delivery, through the direct provision 
of services or through entering into agreements with other entities for the provision of such services, of 
comprehensive outpatient health and support services for individuals with HIV disease; that may include—

(A)  essential health services such as case management services, medical, nursing, substance abuse 
treatment, mental health treatment, and dental care, diagnostics, monitoring, prophylactic treatment for 
opportunistic infections, treatment education to take place in the context of health care delivery, and 
medical follow-up services, mental health, developmental, and rehabilitation services, home health and 
hospice care; and

(B)  essential support services such as transportation services, attendant care, homemaker services, 
day or respite care, benefi ts advocacy, advocacy services provided through public and nonprofi t private 
entities, and services that are incidental to the provision of health care services for individuals with HIV 
disease including nutrition services, housing referral services, and child welfare and family services 
(including foster care and adoption services).

An entity or entities of the type described in this subsection shall hereinafter be referred to in this title as a 



Section I: General Information
Chapter 2: CARE Act Legislation

29

THE RYAN WHITE CARE ACT:
A COMPILATION OF THE RYAN WHITE CARE ACT OF 1990 [Pub. L. 101-381], 

AS AMENDED BY THE RYAN WHITE CARE ACT AMENDMENTS OF 1996 [Pub. L. 104-146] 
AND THE RYAN WHITE CARE ACT AMENDMENTS OF 2000 [Pub. L. 106-345]

RYAN WHITE CARE ACT TITLE II MANUAL

“consortium or “consortia”.
(b)  ASSURANCES.—

(1)  REQUIREMENT—To receive assistance from a State under subsection (a), an applicant consortium 
shall provide the State with assurances that—

(A)  within any locality in which such consortium is to operate, the populations and subpopulations 
of individuals and families with HIV disease have been identifi ed by the consortium, particularly those 
experiencing disparities in access and services and those who reside in historically underserved 
communities;

(B)  the service plan established under subsection (c)(2) by such consortium is consistent with the 
comprehensive plan under section 2617(b)(4) and addresses the special care and service needs of the 
populations and subpopulations identifi ed under subparagraph (A); and

(C) except as provided in paragraph (2), the consortium will be a single coordinating entity that 
will integrate the delivery of services among the populations and subpopulations identifi ed under 
subparagraph (A).
(2)  EXCEPTION.—Subparagraph (C) of paragraph (1) shall not apply to any applicant consortium that the 

State determines will operate in a community or locality in which it has been demonstrated by the applicant 
consortium that—

(A)  subpopulations exist within the community to be served that have unique service requirements; 
and

(B)  such unique service requirements cannot be adequately and effi ciently addressed by a single 
consortium serving the entire community or locality.

(c) APPLICATION.—
(1)  IN GENERAL.—To receive assistance from the State under subsection (a), a consortium shall prepare 

and submit to the State, an application that—
(A)  demonstrates that the consortium includes agencies and community-based organizations—

(i)  with a record of service to populations and subpopulations with HIV disease requiring care 
within the community to be served; and

(ii)  that are representative of populations and subpopulations refl ecting the local incidence of 
HIV and that are located in areas in which such populations reside;
(B)  demonstrates that the consortium has carried out an assessment of service needs within the 

geographic area to be served and, after consultation with the entities described in paragraph (2), has 
established a plan to ensure the delivery of services to meet such identifi ed needs that shall include—

(i)  assurances that service needs will be addressed through the coordination and expansion of 
existing programs before new programs are created;

(ii)  assurances that, in metropolitan areas, the geographic area to be served by the consortium 
corresponds to the geographic boundaries of local health and support services delivery systems to the 
extent practicable;

(iii)  assurances that, in the case of services for individuals residing in rural areas, the applicant 
consortium shall deliver case management services that link available community support services to 
appropriate specialized medical services; and

(iv) assurances that the assessment of service needs and the planning of the delivery of services 
will include participation by individuals with HIV disease;
(C)  demonstrates that adequate planning has occurred to meet the special needs of families with 

HIV disease, including family centered and youth centered care;
(D)  demonstrates that the consortium has created a mechanism to evaluate periodically—
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(i)   the success of the consortium in responding to identified needs; and
(ii) the cost-effectiveness of the mechanisms employed by the consortium to deliver 

comprehensive care;
(E)  demonstrates that the consortium will report to the State the results of the evaluations described 

in subparagraph (D) and shall make available to the State or the Secretary, on request, such data and 
information on the program methodology that may be required to perform an independent evaluation; 
and

(F)  demonstrates that adequate planning occurred to address disparities in access and services 
and historically underserved communities.
(2)  CONSULTATION.—In establishing the plan required under paragraph (1)(B), the consortium shall 

consult with—
(A)(i) the public health agency that provides or supports ambulatory and outpatient HIV-related 

health care services within the geographic area to be served; or
(ii)  in the case of a public health agency that does not directly provide such HIV-related health 

care services such agency shall consult with an entity or entities that directly provide ambulatory and 
outpatient HIV-related health care services within the geographic area to be served;

(B)  not less than one community-based organization that is organized solely for the purpose of 
providing HIV-related support services to individuals with HIV disease;

(C)  grantees under section 2671, or, if none are operating in the area, representatives in the area of 
organizations with a history of serving children, youth, women, and families living with HIV; and

(D)  the types of entities described in section 2602(b)(2).
The organization to be consulted under subparagraph (B) shall be at the discretion of the applicant 
consortium.
(d)  DEFINITION.—As used in this part, the term “family centered care” means the system of services 

described in this section that is targeted specifi cally to the special needs of infants, children, women, and families.  
Family centered care shall be based on a partnership between parents, professionals, and the community designed 
to ensure an integrated, coordinated, culturally sensitive, and community-based continuum of care for children, 
women, and families with HIV disease.

(e)  PRIORITY.—In providing assistance under subsection (a), the State shall, among applicants that meet the 
requirements of this section, give priority—

(1)  fi rst to consortia that are receiving assistance from the Health Resources and Services Administration 
for adult and pediatric HIV-related care demonstration projects; and then

(2)  to any other existing HIV care consortia.

SEC. 2614. [300ff-24] GRANTS FOR HOME- AND COMMUNITY-BASED CARE.
(a)  USES.—A State may use amounts provided under a grant awarded under this part to make grants under 

section 2612(a)(2) to entities to—
(1)  provide home- and community-based health services for individuals with HIV disease pursuant 

to written plans of care prepared by a case management team, that shall include appropriate health care 
professionals, in such State for providing such services to such individuals;

(2)  provide outreach services to individuals with HIV disease, including those individuals in rural areas; 
and

(3)  provide for the coordination of the provision of services under this section with the provision of HIV-
related health services provided by public and private entities.
(b)  PRIORITY.—In awarding grants under subsection (a), a State shall give priority to entities that provide 
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assurances to the State that—
(1)   such entities will participate in HIV care consortia if such consortia exist within the State; and
(2)  such entities will utilize amounts provided under such grants for the provision of home- 

and community-based services to low-income individuals with HIV disease.
(c)  DEFINITION.—As used in this part, the term “home- and community-based health services”—

(1)  means, with respect to an individual with HIV disease, skilled health services furnished to the 
individual in the individual’s home pursuant to a written plan of care established by a case management team, 
that shall include appropriate health care professionals, for the provision of such services and items described 
in paragraph (2);

(2)  includes—
(A)  durable medical equipment;
(B)  homemaker or home health aide services and personal care services furnished in the home of the 

individual;
(C)  day treatment or other partial hospitalization services;
(D)  home intravenous and aerosolized drug therapy (including prescription drugs administered as 

part of such therapy);
(E)  routine diagnostic testing administered in the home of the individual; and
(F)  appropriate mental health, developmental, and rehabilitation services; and

(3)  does not include—
(A)  inpatient hospital services; and
(B)  nursing home and other long term care facilities.

SEC. 2615. [300ff-25] CONTINUUM OF HEALTH INSURANCE COVERAGE.
(a)  In General.—A State may use amounts received under a grant awarded under this part to establish a 

program of fi nancial assistance under section 2612(a)(3) to assist eligible low-income individuals with HIV 
disease in—

(1)  maintaining a continuity of health insurance; or
(2)  receiving medical benefi ts under a health insurance program, including risk-pools.

(b)  LIMITATIONS.—Assistance shall not be utilized under subsection (a)—
(1)  to pay any costs associated with the creation, capitalization, or administration of a liability risk pool 

(other than those costs paid on behalf of individuals as part of premium contributions to existing liability risk 
pools); and

(2)  to pay any amount expended by a State under title XIX of the Social Security Act.

SEC. 2616. [300ff-26] PROVISION OF TREATMENTS.
(a)  IN GENERAL.—A State shall use a portion of the amounts provided under a grant awarded under this part 

to establish a program under section 2612(a)(5) to provide therapeutics to treat HIV disease or prevent the serious 
deterioration of health arising from HIV disease in eligible individuals, including measures for the prevention and 
treatment of opportunistic infections.

(b)  ELIGIBLE INDIVIDUAL.—To be eligible to receive assistance from a State under this section an individual 
shall—

(1)  have a medical diagnosis of HIV disease; and
(2)  be a low-income individual, as defi ned by the State.

(c)  STATE DUTIES.—In carrying out this section the State shall—
(1)  determine, in accordance with guidelines issued by the Secretary, which treatments are eligible to be 

included under the program established under this section;
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(2)  provide assistance for the purchase of treatments determined to be eligible under paragraph (1), and 
the provision of such ancillary devices that are essential to administer such treatments;

(3)  provide outreach to individuals with HIV disease, and as appropriate to the families of such 
individuals;

(4)  facilitate access to treatments for such individuals;
(5)  document the progress made in making therapeutics described in subsection (a) available to 

individuals eligible for assistance under this section; and
(6) encourage, support, and enhance adherence to and compliance with treatment regimens, 

including related medical monitoring.
Of the amount reserved by a State for a fi scal year for use under this section, the State may not use more 
than 5 percent to carry out services under paragraph (6), except that the percentage applicable with respect 
to such paragraph is 10 percent if the State demonstrates to the Secretary that such additional services are 
essential and in no way diminish access to the therapeutics described in subsection (a).

(d)  DUTIES OF THE SECRETARY.—In carrying out this section, the Secretary shall review the current status 
of State drug reimbursement programs established under section 2612(2) and assess barriers to the expanded 
availability of the treatments described in subsection (a).  The Secretary shall also examine the extent to which 
States coordinate with other grantees under this title to reduce barriers to the expanded availability of the 
treatments described in subsection (a).

(e)  USE OF HEALTH INSURANCE AND PLANS.— 
(1)  IN GENERAL.—In carrying out subsection (a), a State may expend a grant under this part to 

provide the therapeutics described in such subsection by paying on behalf of individuals with HIV 
disease the costs of purchasing or maintaining health insurance or plans whose coverage includes a full 
range of such therapeutics and appropriate primary care services.

(2)  LIMITATION.—The authority established in paragraph (1) applies only to the extent that, for 
the fi scal year involved, the costs of the health insurance or plans to be purchased or maintained under 
such paragraph do not exceed the costs of otherwise providing therapeutics described in subsection (a).

SEC. 2617. [300ff-27] STATE APPLICATION.
(a)  IN GENERAL.—The Secretary shall not make a grant to a State under this part for a fi scal year unless 

the State prepares and submits, to the Secretary, an application at such time, in such form, and containing such 
agreements, assurances, and information as the Secretary determines to be necessary to carry out this part.

(b)  DESCRIPTION OF INTENDED USES AND AGREEMENTS.—The application submitted under subsection (a) 
shall contain—

(1)  a detailed description of the HIV-related services provided in the State to individuals and families 
with HIV disease during the year preceding the year for which the grant is requested, and the number of 
individuals and families receiving such services, that shall include—

(A)  a description of the types of programs operated or funded by the State for the provision of 
HIV-related services during the year preceding the year for which the grant is requested and the methods 
utilized by the State to fi nance such programs;

(B)  an accounting of the amount of funds that the State has expended for such services and programs 
during the year preceding the year for which the grant is requested; and

(C)  information concerning—
(i)  the number of individuals to be served with assistance provided under the grant;
(ii)  demographic data on the population of the individuals to be served;
(iii)  the average cost of providing each category of HIV-related health services and the extent to 
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which such cost is paid by third-party payors; and
(iv) the aggregate amounts expended for each such category of services;

(2)  a determination of the size and demographics of the population of individuals with HIV disease 
in the State;

(3)  a determination of the needs of such population, with particular attention to—
(A)  individuals with HIV disease who know their HIV status and are not receiving HIV-related 

services; and
(B)  disparities in access and services among affected subpopulations and historically 

underserved communities;
(4)  a comprehensive plan that describes the organization and delivery of HIV health care and support 

services to be funded with assistance received under this part that shall include a description of the purposes 
for which the State intends to use such assistance, and that—

(A) establishes priorities for the allocation of funds within the State based on— 
(i) size and demographics of the population of individuals with HIV disease (as determined 

under paragraph (2)) and the needs of such population (as determined under paragraph (3));
(ii) availability of other governmental and non-governmental resources, including the 

State medicaid plan under title XIX of the Social Security Act and the State Children’s Health 
Insurance Program under title XXI of such Act to cover health care costs of eligible individuals 
and families with HIV disease;

(iii) capacity development needs resulting from disparities in the availability of HIV-
related services in historically underserved communities and rural communities; and

(iv) the effi ciency of the administrative mechanism of the State for rapidly allocating funds 
to the areas of greatest need within the State;
(B) includes a strategy for identifying individuals who know their HIV status and are not 

receiving such services and for informing the individuals of and enabling the individuals to utilize 
the services, giving particular attention to eliminating disparities in access and services among 
affected subpopulations and historically underserved communities, and including discrete goals, a 
timetable, and an appropriate allocation of funds;

(C) includes a strategy to coordinate the provision of such services with programs for HIV 
prevention (including outreach and early intervention) and for the prevention and treatment of 
substance abuse (including programs that provide comprehensive treatment services for such 
abuse);

(D)  describes the services and activities to be provided and an explanation of the manner in which 
the elements of the program to be implemented by the State with such assistance will maximize the 
quality of health and support services available to individuals with HIV disease throughout the State;

(E)  provides a description of the manner in which services funded with assistance provided under 
this part will be coordinated with other available related services for individuals with HIV disease; and

(F)  provides a description of how the allocation and utilization of resources are consistent with 
the statewide coordinated statement of need (including traditionally underserved populations and 
subpopulations) developed in partnership with other grantees in the State that receive funding under this 
title; and
(5)  an assurance that the public health agency administering the grant for the State will periodically 

convene a meeting of individuals with HIV disease, representatives of grantees under each part under this 
title, providers, and public agency representatives for the purpose of developing a statewide coordinated 
statement of need; and
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(6)  an assurance by the State that—
(A)  the public health agency that is administering the grant for the State engages in a 

public advisory planning process, including public hearings, that includes the participants 
under paragraph (5), and the types of entities described in section 2602(b)(2), in developing the 
comprehensive plan under paragraph (4) and commenting on the implementation of such plan;

(B)  the State will—
(i)  to the maximum extent practicable, ensure that HIV-related health care and support services 

delivered pursuant to a program established with assistance provided under this part will be provided 
without regard to the ability of the individual to pay for such services and without regard to the 
current or past health condition of the individual with HIV disease;

(ii)  ensure that such services will be provided in a setting that is accessible to low-income 
individuals with HIV disease;

(iii)  provide outreach to low-income individuals with HIV disease to inform such individuals of 
the services available under this part; and

(iv)  in the case of a State that intends to use amounts provided under the grant for purposes 

described in 26159, submit a plan to the Secretary that demonstrates that the State has established a 
program that assures that—

(I)  such amounts will be targeted to individuals who would not otherwise be able to afford 
health insurance coverage; and

(II)  income, asset, and medical expense criteria will be established and applied by the State 
to identify those individuals who qualify for assistance under such program, and information 
concerning such criteria shall be made available to the public;

(C)  the State will provide for periodic independent peer review to assess the quality and 
appropriateness of health and support services provided by entities that receive funds from the State 
under this part;

(D)  the State will permit and cooperate with any Federal investigations undertaken regarding 
programs conducted under this part;

(E)  the State will maintain HIV-related activities at a level that is equal to not less than the level 
of such expenditures by the State for the 1-year period preceding the fi scal year for which the State is 
applying to receive a grant under this part;

(F)  the State will ensure that grant funds are not utilized to make payments for any item or service 
to the extent that payment has been made, or can reasonably be expected to be made, with respect to that 
item or service—

(i)  under any State compensation program, under an insurance policy, or under any Federal or 
State health benefi ts program; or

(ii)  by an entity that provides health services on a prepaid basis; and
(G)  entities within areas in which activities under the grant are carried out will maintain 

appropriate relationships with entities in the area served that constitute key points of access to 
the health care system for individuals with HIV disease (including emergency rooms, substance 
abuse treatment programs, detoxifi cation centers, adult and juvenile detention facilities, sexually 
transmitted disease clinics, HIV counseling and testing sites, mental health programs, and homeless 
shelters), and other entities under section 2612(c) and 2652(a), for the purposes of facilitating early 
intervention for individuals newly diagnosed with HIV disease and individuals knowledgeable of 
their HIV status but not in care.

(c)  REQUIREMENTS REGARDING IMPOSITION OF CHARGES FOR SERVICES.—
(1)  IN GENERAL.—The Secretary may not make a grant under section 2611 to a State unless the State 
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provides assurances that in the provision of services with assistance provided under the grant—
(A)  in the case of individuals with an income less than or equal to 100 percent of the offi cial poverty 

line, the provider will not impose charges on any such individual for the provision of services under the 
grant;

(B)  in the case of individuals with an income greater than 100 percent of the offi cial poverty line, 
the provider—

(i)  will impose charges on each such individual for the provision of such services; and
(ii)  will impose charges according to a schedule of charges that is made available to the public;

(C)  in the case of individuals with an income greater than 100 percent of the offi cial poverty line 
and not exceeding 200 percent of such poverty line, the provider will not, for any calendar year, impose 
charges in an amount exceeding 5 percent of the annual gross income of the individual involved;

(D)  in the case of individuals with an income greater than 200 percent of the offi cial poverty line 
and not exceeding 300 percent of such poverty line, the provider will not, for any calendar year, impose 
charges in an amount exceeding 7 percent of the annual gross income of the individual involved; and

(E)  in the case of individuals with an income greater than 300 percent of the offi cial poverty line, the 
provider will not, for any calendar year, impose charges in an amount exceeding 10 percent of the annual 
gross income of the individual involved.
(2)  ASSESSMENT OF CHARGE.—With respect to compliance with the assurance made under paragraph 

(1), a grantee under this part may, in the case of individuals subject to a charge for purposes of such 
paragraph—

(A)  assess the amount of the charge in the discretion of the grantee, including imposing only a 
nominal charge for the provision of services, subject to the provisions of such paragraph regarding public 
schedules regarding limitation on the maximum amount of charges; and

(B)  take into consideration the medical expenses of individuals in assessing the amount of the 
charge, subject to such provisions.
(3)  APPLICABILITY OF LIMITATION ON AMOUNT OF CHARGE.—The Secretary may not make a grant 

under section 2611 unless the applicant of the grant agrees that the limitations established in subparagraphs 
(C), (D), and (E) of paragraph (1) regarding the imposition of charges for services applies to the annual 
aggregate of charges imposed for such services, without regard to whether they are characterized as 
enrollment fees, premiums, deductibles, cost sharing, copayments, coinsurance, or other charges.

(4)  WAIVER.—
(A)  IN GENERAL.—The State shall waive the requirements established in paragraphs (1) through 

(3) in the case of an entity that does not, in providing health care services, impose a charge or accept 
reimbursement from any third-party payor, including reimbursement under any insurance policy or under 
any Federal or State health benefi ts program.

(B)  DETERMINATION.—A determination by the State of whether an entity referred to in 
subparagraph (A) meets the criteria for a waiver under such subparagraph shall be made without regard 
to whether the entity accepts voluntary donations regarding the provision of services to the public.

(d) REQUIREMENT OF MATCHING FUNDS REGARDING STATE ALLOTMENTS.—
(1)  IN GENERAL.—In the case of any State to which the criterion described in paragraph (3) applies, 

the Secretary may not make a grant under this part unless the State agrees that, with respect to the costs to be 
incurred by the State in carrying out the program for which the grant was awarded, the State will, subject to 
subsection (b)(2), make available (directly or through donations from public or private entities) non-Federal 
contributions toward such costs in an amount equal to—

(A)  for the fi rst fi scal year of payments under the grant, not less than l62/
3
 percent of such costs ($1 
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for each $5 of Federal funds provided in the grant);
(B)  for any second fi scal year of such payments, not less than 20 percent of such costs ($1 for each 

$4 of Federal funds provided in the grant);
(C)  for any third fi scal year of such payments, not less than 25 percent of such costs ($1 for each $3 

of Federal funds provided in the grant);
(D)  for any fourth fi scal year of such payments, not less than 331/

3
 percent of such costs ($1 for each 

$2 of Federal funds provided in the grant); and
(E)  for any subsequent fi scal year of such payments, not less than 331/

3
 percent of such costs ($1 for 

each $2 of Federal funds provided in the grant).
(2)  DETERMINATION OF AMOUNT OF NON-FEDERAL CONTRIBUTION.—

(A)  IN GENERAL.—Non-Federal contributions required in paragraph (1) may be in cash or in 
kind, fairly evaluated, including plant, equipment, or services. Amounts provided by the Federal 
Government, and any portion of any service subsidized by the Federal Government, may not be included 
in determining the amount of such non-Federal contributions.

(B)  INCLUSION OF CERTAIN AMOUNTS.—
(i)  In making a determination of the amount of non-Federal contributions made by a State 

for purposes of paragraph (1), the Secretary shall, subject to clause (ii), include any non-Federal 
contributions provided by the State for HIV-related services, without regard to whether the 
contributions are made for programs established pursuant to this title;

(ii)  In making a determination for purposes of clause (i), the Secretary may not include any 
non-Federal contributions provided by the State as a condition of receiving Federal funds under any 
program under this title (except for the program established in this part) or under other provisions of 
law.

(3)  APPLICABILITY OF REQUIREMENT.—
(A)  NUMBER OF CASES.—A State referred to in paragraph (1) is any State for which the number of 

cases of acquired immune defi ciency syndrome reported to and confi rmed by the Director of the Centers 
for Disease Control and Prevention for the period described in subparagraph (B) constitutes in excess 
of 1 percent of the aggregate number of such cases reported to and confi rmed by the Director for such 
period for the United States.

(B)  PERIOD OF TIME.—The period referred to in subparagraph (A) is the 2-year period preceding 
the fi scal year for which the State involved is applying to receive a grant under subsection (a).

(C)  PUERTO RICO.—For purposes of paragraph (1), the number of cases of acquired immune 
defi ciency syndrome reported and confi rmed for the Commonwealth of Puerto Rico for any fi scal year 
shall be deemed to be less than 1 percent.
(4)  DIMINISHED STATE CONTRIBUTION.—With respect to a State that does not make available the entire 

amount of the non-Federal contribution referred to in paragraph (1), the State shall continue to be eligible to 
receive Federal funds under a grant under this part, except that the Secretary in providing Federal funds under 
the grant shall provide such funds (in accordance with the ratios prescribed in paragraph (1)) only with respect 
to the amount of funds contributed by such State.

SEC. 2618. [300ff-28] DISTRIBUTION OF FUNDS.
(a)  AMOUNT OF GRANT TO STATE.—

(1)  MINIMUM ALLOTMENT.—Subject to the extent of amounts made available under section 2677, the 
amount of a grant to be made under this part for—

(A)  each of the several States and the District of Columbia for a fi scal year shall be the greater of— 
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(i)(I) with respect to a State or District that has less than 90 living cases of acquired immune 
defi ciency syndrome, as determined under paragraph (2)(D), $200,000; or 

(II) with respect to a State or District that has 90 or more living cases of acquired immune 
defi ciency syndrome, as determined under paragraph (2)(D), $500,000;

(ii)  an amount determined under paragraph (2) and then, as applicable, increased under 
paragraph (2)(H); and
(B)  each territory of the United States, as defi ned in paragraph (3), shall be the greater of $50,000 

or an amount determined under paragraph (2).
(2) DETERMINATION.—

(A)  FORMULA.—The amount referred to in paragraph (1)(A)(ii) for a State and paragraph (1)(B) for 
a territory of the United States shall be the product of—

(i)  an amount equal to the amount appropriated under section 2677 for the fi scal year involved 
for grants under part B, subject to subparagraphs (H) and (I); and

(ii)  the percentage constituted by the sum of—
(I)  the product of .80 and the ratio of the State distribution factor for the State or territory 

(as determined under subsection (B)) to the sum of the respective State distribution factors for 
all States or territories; and 

(II) the product of .20 and the ratio of the non-EMA distribution factor for the State or 
territory (as determined under subparagraph (C)) to the sum of the respective distribution factors 
for all States or territories.

(B)  STATE DISTRIBUTION FACTOR.—For purposes of subparagraph (A)(ii)(I), the term “State 
distribution factor” means an amount equal to the estimated number of living cases of acquired immune 
defi ciency syndrome in the eligible area involved, as determined under subparagraph (D).

(C) NON-EMA DISTRIBUTION FACTOR.—For purposes of subparagraph (A)(ii)(II), the term “non-
ema distribution factor” means an amount equal to the sum of—

(i)  the estimated number of living cases of acquired immune defi ciency syndrome in the State 
or territory involved, as determined under subparagraph (D); less

(ii)  the estimated number of living cases of acquired immune defi ciency syndrome in such State 
or territory that are within an eligible area (as determined under part A).
(D)  ESTIMATE OF LIVING CASES.—The amount determined in this subparagraph is an amount equal 

to the product of—
(i)  the number of cases of acquired immune defi ciency syndrome in the State or territory during 

each year in the most recent 120-month period for which data are available with respect to all States 
and territories, as indicated by the number of such cases reported to and confi rmed by the Director 
of the Centers for Disease Control and Prevention for each year during such period, except that 
(subject to subparagraph (E)), for grants made pursuant to this paragraph or section 2620 
for fi scal year 2005 and subsequent fi scal years, the cases counted for each 12-month period 
beginning on or after July 1, 2004, shall be cases of HIV disease (as reported to and confi rmed 
by such Director) rather than cases of acquired immune defi ciency syndrome; and

(ii)  with respect to each of the fi rst through the tenth year during such period, the amount 
referred to in section 2603(a)(3)(C)(ii).
(E)  DETERMINATION OF SECRETARY REGARDING DATA ON HIV CASES.—If under section 

2603(a)(3)(D)(i) the Secretary determines that data on cases of HIV disease are not suffi ciently 
accurate and reliable, then notwithstanding subparagraph (D) of this paragraph, for any fi scal year 
prior to fi scal year 2007 the references in such subparagraph to cases to HIV disease do not have 
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any legal effect.
(F)  PUERTO RICO, VIRGIN ISLANDS, GUAM.—For purposes of subparagraph (D), the cost index for 

Puerto Rico, the Virgin Islands, and Guam shall be 1.0.
(G)  UNEXPENDED FUNDS.—The Secretary may, in determining the amount of a grant for a fi scal 

year under this subsection, adjust the grant amount to refl ect the amount of unexpended and uncanceled 
grant funds remaining at the end of the fi scal year preceding the year for which the grant determination 
is to be made. The amount of any such unexpended funds shall be determined using the fi nancial status 
report of the grantee.

(H)  LIMITATION.—
(i) IN GENERAL.—The Secretary shall ensure that the amount of a grant awarded to a 

State or territory under section 2611 or subparagraph (I)(i) for a fi scal year is not less than—
(I)  with respect to fi scal year 2001, 99 percent; 
(II)  with respect to fi scal year 2002, 98 percent;
(III)  with respect to fi scal year 2003, 97 percent;
(IV)  with respect to fi scal year 2004, 96 percent; and
(V)  with respect to fi scal year 2005, 95 percent,

of the amount such State or territory received for fi scal year 2000 under section 2611 or 
subparagraph (I)(i), respectively (notwithstanding such subparagraph).  In administering this 
subparagraph, the Secretary shall, with respect to States or territories that will under such 
section receive grants in amounts that exceed the amounts that such States received under such 
section or subparagraph for fi scal year 2000, proportionally reduce such amounts to ensure 
compliance with this subparagraph.  In making such reductions, the Secretary shall ensure 
that no such State receives less than that State received for fi scal year 2000.

(ii)  RATABLE REDUCTION.—If the amount appropriated under section 2677 for a fi scal 
year and available for grants under section 2611 or subparagraph (I)(i) is less than the amount 
appropriated and available for fi scal year 2000 under section 2611 or subparagraph (I)(i), 
respectively, the limitation contained in clause (i) for the grants involved shall be reduced 
by a percentage equal to the percentage of the reduction in such amounts appropriated and 
available.
(I)  APPROPRIATIONS FOR TREATMENT DRUG PROGRAM.—

(i)  FORMULA GRANTS.—With respect to the fi scal year involved, if under section 2677 an 
appropriations Act provides an amount exclusively for carrying out section 2616, the portion of such 
amount allocated to a State shall be the product of—

(I)  100 percent of such amount, less the percentage reserved under clause (ii)(V); and
(II)  the percentage constituted by the ratio of the State distribution factor for the State (as 

determined under subparagraph (B)) to the sum of the State distribution factors for all States.
(ii)  SUPPLEMENTAL TREATMENT DRUG GRANTS.— 

(I)  IN GENERAL.—From amounts made available under subclause (V), the Secretary 
shall make supplemental grants to States described in subclause (II) to enable such States 
to increase access to therapeutics described in section 2616(a), as provided by the State 
under section 2616(c)(2).

(II)  ELIGIBLE STATES.—For purposes of subclause (I), a State described in this 
subclause is a State that, in accordance with criteria established by the Secretary, 
demonstrates a severe need for a grant under such subclause.  In developing such criteria, 
the Secretary shall consider eligibility standards, formulary composition, and the number 
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of eligible individuals at or below 200 percent of the offi cial poverty line to whom the State 
is unable to provide therapeutics described in section 2616(a).

(III)  STATE REQUIREMENTS.—The Secretary may not make a grant to a State under 
this clause unless the State agrees that— 

(aa)  the State will make available (directly or through donations from public 
or private entities) non-Federal contributions toward the activities to be carried out 
under the grant in an amount equal to $1 for each $4 of Federal funds provided in the 
grant; and

(bb)  the State will not impose eligibility requirements for services or scope 
of benefi ts limitations under section 2616(a) that are more restrictive than such 
requirements in effect as of January 1, 2000.
(IV)  USE AND COORDINATION.—Amounts made available under a grant under this 

clause shall only be used by the State to provide HIV/AIDS-related medications.  The 
State shall coordinate the use of such amounts with the amounts otherwise provided under 
section 2616(a) in order to maximize drug coverage.

(V)  FUNDING.—For the purpose of making grants under this clause, the Secretary 
shall each fi scal year reserve 3 percent of the amount referred to in clause (i) with respect 
to section 2616, subject to subclause (VI).

(VI)  LIMITATION.—In reserving amounts under subclause (V) and making grants 
under this clause for a fi scal year, the Secretary shall ensure for each State that the total 
of the grant under section 2611 for the State for the fi scal year and the grant under clause 
(i) for the State for the fi scal year is not less than such total for the State for the preceding 
fi scal year.

(3)  DEFINITIONS.—As used in this subsection—
(A)  the term “State” means each of the 50 States, the District of Columbia, the Commonwealth of 

Puerto Rico, the Virgin Islands, and Guam; and 

(B)  the term “territory of the United States” means,10 American Samoa, the Commonwealth of the 
Northern Mariana Islands, the Republic of the Marshall Islands, the Federated States of Micronesia, 
and the Republic of Palau, and only for purposes of paragraph (1) the Commonwealth of Puerto 
Rico.

(b)  ALLOCATION OF ASSISTANCE BY STATES.— 

(2)11  ALLOWANCES.—Prior to allocating assistance under this subsection, a State shall consider the 
unmet needs of those areas that have not received fi nancial assistance under part A.

(3)  PLANNING AND EVALUATIONS.—Subject to paragraph (5) and except as provided 
in paragraph (6), a State may not use more than 10 percent of amounts received under a 
grant awarded under this part for planning and evaluation activities.

(4)  ADMINISTRATION.—
(A)  IN GENERAL.—Subject to paragraph (5) and except as provided in paragraph (6), a State 

may not use more than 10 percent of amounts received under a grant awarded under this part for 
administration.  In the case of entities and subcontractors to which the State allocates amounts received 
by the State under the grant (including consortia under section 2613), the State shall ensure that, of the 
aggregate amount so allocated, the total of the expenditures by such entities for administrative expenses 
does not exceed 10 percent (without regard to whether particular entities expend more than 10 percent for 
such expenses).
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(B)  ADMINISTRATIVE ACTIVITIES.—For the purposes of subparagraph (A), amounts may be used 
for administrative activities that include routine grant administration and monitoring activities.

(C)  SUBCONTRACTOR ADMINISTRATIVE COSTS.—For the purposes of this paragraph, subcontractor 
administrative activities include—

(i)  usual and recognized overhead, including established indirect rates for agencies;
(ii)  management oversight of specifi c programs funded under this title; and
(iii)  other types of program support such as quality assurance, quality control, and related 

activities.
(5)  LIMITATION ON USE OF FUNDS.—Except as provided in paragraph (6), a State may not use more 

than a total of 15 percent of amounts received under a grant awarded under this part for the purposes 
described in paragraphs (3) and (4).

(6)  EXCEPTION.—With respect to a State that receives the minimum allotment under subsection (a)(1) 
for a fi scal year, such State, from the amounts received under a grant awarded under this part for such fi scal 
year for the activities described in paragraphs (3) and (4), may, notwithstanding paragraphs (3), (4), and (5), 
use not more than that amount required to support one full-time-equivalent employee.

(7)  CONSTRUCTION.—A State may not use amounts received under a grant awarded under this part to 
purchase or improve land, or to purchase, construct, or permanently improve (other than minor remodeling) 
any building or other facility, or to make cash payments to intended recipients of services.
(c)  EXPEDITED DISTRIBUTION.—

(1)  IN GENERAL.—Not less than 75 percent of the amounts received under a grant awarded to a State 
under this part shall be obligated to specifi c programs and projects and made available for expenditure not 
later than—

(A)  in the case of the fi rst fi scal year for which amounts are received, 150 days after the receipt of 
such amounts by the State; and

(B)  in the case of succeeding fi scal years, 120 days after the receipt of such amounts by the State.
(2)  PUBLIC COMMENT.—Within the time periods referred to in paragraph (1), the State shall invite and 

receive public comment concerning methods for the utilization of such amounts.
(d)  REALLOCATION.—Any amounts appropriated in any fi scal year and made available to a State under this 

part that have not been obligated as described in subsection (d) shall be repaid to the Secretary and reallotted to 
other States in proportion to the original grants made to such States.

SEC. 2619. [300ff-29] TECHNICAL ASSISTANCE.
The Secretary shall provide technical assistance in administering and coordinating the activities authorized 

under section 2612, including technical assistance for the development and implementation of statewide 
coordinated statements of need.

SEC. 2620. [300ff-30] SUPPLEMENTAL GRANTS.
(a)  IN GENERAL.—The Secretary shall award supplemental grants to States determined to be eligible 

under subsection (b) to enable such States to provide comprehensive services of the type described in 
section 2612(a) to supplement the services otherwise provided by the State under a grant under this subpart 
in emerging communities within the State that are not eligible to receive grants under part A.

(b)  ELIGIBILITY.—To be eligible to receive a supplemental grant under subsection (a), a State shall— 
(1)  be eligible to receive a grant under this subpart; 
(2)  demonstrate the existence in the State of an emerging community as defi ned in subsection 

(d)(1); and
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(3) submit the information described in subsection (c).
(c)  REPORTING REQUIREMENTS.—A State that desires a grant under this section shall, as part of 

the State application submitted under section 2617, submit a detailed description of the manner in which 
the State will use amounts received under the grant and of the severity of need.  Such description shall 
include— 

(1)  a report concerning the dissemination of supplemental funds under this section and the plan 
for the utilization of such funds in the emerging community;

(2)  a demonstration of the existing commitment of local resources, both fi nancial and in-kind;
(3)  a demonstration that the State will maintain HIV-related activities at a level that is equal to not 

less than the level of such activities in the State for the 1-year period preceding the fi scal year for which 
the State is applying to receive a grant under this part;

(4)  a demonstration of the ability of the State to utilize such supplemental fi nancial resources in a 
manner that is immediately responsive and cost effective;

(5)  a demonstration that the resources will be allocated in accordance with the local demographic 
incidence of AIDS including appropriate allocations for services for infants, children, women, and 
families with HIV disease;

(6)  a demonstration of the inclusiveness of the planning process, with particular emphasis on 
affected communities and individuals with HIV disease; and

(7)  a demonstration of the manner in which the proposed services are consistent with local needs 
assessments and the statewide coordinated statement of need.
(d)  DEFINITION OF EMERGING COMMUNITY.—In this section, the term ‘emerging community’ means 

a metropolitan area— 
(1)  that is not eligible for a grant under part A; and 
(2)  for which there has been reported to the Director of the Centers for Disease Control and 

Prevention a cumulative total of between 500 and 1,999 cases of acquired immune defi ciency syndrome 
for the most recent period of 5 calendar years for which such data are available (except that, for fi scal 
year 2005 and subsequent fi scal years, cases of HIV disease shall be counted rather than cases of 
acquired immune defi ciency syndrome if cases of HIV disease are being counted for purposes of section 
2618(a)(2)(D)(i)).
(e)  FUNDING.—

(1) IN GENERAL.—Subject to paragraph (2), with respect to each fi scal year beginning with fi scal 
year 2001, the Secretary, to carry out this section, shall utilize— 

(A)  the greater of— 
(i)  25 percent of the amount appropriated under section 2677 to carry out part B, 

excluding the amount appropriated under section 2618(a)(2)(I), for such fi scal year that is in 
excess of the amount appropriated to carry out such part in the fi scal year preceding the fi scal 
year involved; or

(ii)  $5,000,000, 
to provide funds to States for use in emerging communities with at least 1,000, but less than 2,000, 
cases of AIDS as reported to and confi rmed by the Director of the Centers for Disease Control and 
Prevention for the fi ve year period preceding the year for which the grant is being awarded; and

(B)  the greater of—
(i)  25 percent of the amount appropriated under section 2677 to carry out part B, 

excluding the amount appropriated under section 2618(a)(2)(I), for such fi scal year that is in 
excess of the amount appropriated to carry out such part in the fi scal year preceding the fi scal 
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year involved; or
(ii)  $5,000,000,

to provide funds to States for use in emerging communities with at least 500, but less than 1,000, 
cases of AIDS reported to and confi rmed by the Director of the Centers for Disease Control and 
Prevention for the fi ve year period preceding the year for which the grant is being awarded. 
(2)  TRIGGER OF FUNDING.—This section shall be effective only for fi scal years beginning in the 

fi rst fi scal year in which the amount appropriated under section 2677 to carry out part B, excluding 
the amount appropriated under section 2618(a)(2)(I), exceeds by at least $20,000,000 the amount 
appropriated under section 2677 to carry out part B in fi scal year 2000, excluding the amount 
appropriated under section 2618(a)(2)(I).

(3)  MINIMUM AMOUNT IN FUTURE YEARS.—Beginning with the fi rst fi scal year in which amounts 
provided for emerging communities under paragraph (1)(A) equals $5,000,000 and under paragraph 
(1)(B) equals $5,000,000, the Secretary shall ensure that amounts made available under this section for 
the types of emerging communities described in each such paragraph in subsequent fi scal years is at 
least $5,000,000.

(4)  DISTRIBUTION.—Grants under this section for emerging communities shall be formula grants. 
There shall be two categories of such formula grants, as follows:

(A)  One category of such grants shall be for emerging communities for which the cumulative 
total of cases for purposes of subsection (d)(2) is 999 or fewer cases. The grant made to such an 
emerging community for a fi scal year shall be the product of— 

(i)  an amount equal to 50 percent of the amount available pursuant to this subsection for 
the fi scal year involved; and

(ii)  a percentage equal to the ratio constituted by the number of cases for such emerging 
community for the fi scal year over the aggregate number of such cases for such year for all 
emerging communities to which this subparagraph applies.
(B)  The other category of formula grants shall be for emerging communities for which the 

cumulative total of cases for purposes of subsection (d)(2) is 1,000 or more cases.  The grant made 
to such an emerging community for a fi scal year shall be the product of— 

(i)  an amount equal to 50 percent of the amount available pursuant to this subsection for 
the fi scal year involved; and

(ii)  a percentage equal to the ratio constituted by the number of cases for such community 
for the fi scal year over the aggregate number of such cases for the fi scal year for all emerging 
communities to which this subparagraph applies.

Subpart II—Provisions Concerning Pregnancy 
and Perinatal Transmission of HIV

SEC. 2625. [300ff-33] CDC GUIDELINES FOR PREGNANT WOMEN.
(a)  REQUIREMENT.—Notwithstanding any other provision of law, a State shall, not later than 120 days after 

the date of enactment of this subpart, certify to the Secretary that such State has in effect regulations or measures 
to adopt the guidelines issued by the Centers for Disease Control and Prevention concerning recommendations for 
human immunodefi ciency virus counseling and voluntary testing for pregnant women.

(b)  NONCOMPLIANCE.—If a State does not provide the certifi cation required under subsection (a) within 
the 120-day period described in such subsection, such State shall not be eligible to receive assistance for HIV 
counseling and testing under this section until such certifi cation is provided.
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(c)  ADDITIONAL FUNDS REGARDING WOMEN AND INFANTS.—
(1)  IN GENERAL.—If a State provides the certifi cation required in subsection (a) and is receiving funds 

under part B for a fi scal year, the Secretary may (from the amounts available pursuant to paragraph (2)) make 
a grant to the State for the fi scal year for the following purposes:

(A)  Making available to pregnant women appropriate counseling on HIV disease.
(B)  Making available outreach efforts to pregnant women at high risk of HIV who are not currently 

receiving prenatal care.
(C)  Making available to such women voluntary HIV testing for such disease.
(D)  Offsetting other State costs associated with the implementation of this section and subsections 

(a) and (b) of section 2626.
(E)  Offsetting State costs associated with the implementation of mandatory newborn testing in 

accordance with this title or at an earlier date than is required by this title.
(F)  Making available to pregnant women with HIV disease, and to the infants of women with 

such disease, treatment services for such disease in accordance with applicable recommendations of 
the Secretary.
(2)  FUNDING.— 

(A)  AUTHORIZATION OF APPROPRIATIONS.—For the purpose of carrying out this subsection, 
there are authorized to be appropriated $30,000,000 for each of the fi scal years 2001 through 
2005.  Amounts made available under section 2677 for carrying out this part are not available for 
carrying out this section unless otherwise authorized.

(B)  ALLOCATIONS FOR CERTAIN STATES.—
(i)  IN GENERAL.—Of the amounts appropriated under subparagraph (A) for a fi scal year 

in excess of $10,000,000—
(I)  the Secretary shall reserve the applicable percentage under clause (iv) for making 

grants under paragraph (1) both to States described in clause (ii) and States described in 
clause (iii); and

(II)  the Secretary shall reserve the remaining amounts for other States, taking into 
consideration the factors described in subparagraph (C)(iii), except that this subclause 
does not apply to any State that for the fi scal year involved is receiving amounts pursuant 
to subclause (I).
(ii)  REQUIRED TESTING OF NEWBORNS.—For purposes of clause (i)(I), the States 

described in this clause are States that under law (including under regulations or the discretion 
of State offi cials) have—

(I)  a requirement that all newborn infants born in the State be tested for HIV disease 
and that the biological mother of each such infant, and the legal guardian of the infant (if 
other than the biological mother), be informed of the results of the testing; or

(II)  a requirement that newborn infants born in the State be tested for HIV disease 
in circumstances in which the attending obstetrician for the birth does not know the HIV 
status of the mother of the infant, and that the biological mother of each such infant, and 
the legal guardian of the infant (if other than the biological mother), be informed of the 
results of the testing.
(iii) MOST SIGNIFICANT REDUCTION IN CASES OF PERINATAL TRANSMISSION.—For 

purposes of clause (i)(I), the States described in this clause are the following (exclusive of States 
described in clause (ii)), as applicable:

(I)  For fi scal years 2001 and 2002, the two States that, relative to other States, have the 
most signifi cant reduction in the rate of new cases of the perinatal transmission of HIV (as 
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indicated by the number of such cases reported to the Director of the Centers for Disease 
Control and Prevention for the most recent periods for which the data are available).

(II)  For fi scal years 2003 and 2004, the three States that have the most signifi cant such 
reduction.

(III)  For fi scal year 2005, the four States that have the most signifi cant such reduction.
(iv)  APPLICABLE PERCENTAGE.—For purposes of clause (i), the applicable amount for a 

fi scal year is as follows:
(I)  For fi scal year 2001, 33 percent.
(II)  For fi scal year 2002, 50 percent.
(III) For fi scal year 2003, 67 percent.
(IV) For fi scal year 2004, 75 percent.
(V) For fi scal year 2005, 75 percent.

(C)  CERTAIN PROVISIONS.—With respect to grants under paragraph (1) that are made with 
amounts reserved under subparagraph (B) of this paragraph:

(i)  Such a grant may not be made in an amount exceeding $4,000,000.
(ii)  If pursuant to clause (i) or pursuant to an insuffi cient number of qualifying 

applications for such grants (or both), the full amount reserved under subparagraph (B)  for 
a fi scal year is not obligated, the requirement under such subparagraph to reserve amounts 
ceases to apply.

(iii)  In the case of a State that meets the conditions to receive amounts reserved under 
subparagraph (B)(i)(II), the Secretary shall in making grants consider the following factors:

(I)  The extent of the reduction in the rate of new cases of the perinatal transmission of 
HIV.

(II)  The extent of the reduction in the rate of new cases of perinatal cases of acquired 
immune defi ciency syndrome.

(III)  The overall incidence of cases of infection with HIV among women of 
childbearing age.

(IV)  The overall incidence of cases of acquired immune defi ciency syndrome among 
women of childbearing age.

(V)  The higher acceptance rate of HIV testing of pregnant women.
(VI)  The extent to which women and children with HIV disease are receiving HIV-

related health services.
(VII) The extent to which HIV-exposed children are receiving health services 

appropriate to such exposure.
(3)  PRIORITY.—In awarding grants under this subsection the Secretary shall give priority to States that 

have the greatest proportion of HIV seroprevalance among child bearing women using the most recent data 
available as determined by the Centers for Disease Control and Prevention.

(4)  MAINTENANCE OF EFFORT.—A condition for the receipt of a grant under paragraph (1) is 
that the State involved agree that the grant will be used to supplement and not supplant other funds 

available to the State to carry out the purposes of the grant.12

SEC. 2626. [300ff-34] PERINATAL TRANSMISSION OF HIV DISEASE; CONTINGENT REQUIREMENT 
REGARDING STATE GRANTS UNDER THIS PART.

(a) ANNUAL DETERMINATION OF REPORTED CASES.—A State shall annually determine the rate of reported 
cases of AIDS as a result of perinatal transmission among residents of the State.
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(b)  CAUSES OF PERINATAL TRANSMISSION.—In determining the rate under subsection (a), a State shall also 
determine the possible causes of perinatal transmission. Such causes may include—

(1)  the inadequate provision within the State of prenatal counseling and testing in accordance with the 
guidelines issued by the Centers for Disease Control and Prevention;

(2)  the inadequate provision or utilization within the State of appropriate therapy or failure of such 
therapy to reduce perinatal transmission of HIV, including—

(A)  that therapy is not available, accessible or offered to mothers; or
(B)  that available therapy is offered but not accepted by mothers; or

(3)  other factors (which may include the lack of prenatal care) determined relevant by the State.
(c)  CDC REPORTING SYSTEM.—Not later than 4 months after the date of enactment of this subpart, the 

Director of the Centers for Disease Control and Prevention shall develop and implement a system to be used by 
States to comply with the requirements of subsections (a) and (b).  The Director shall issue guidelines to ensure 
that the data collected is statistically valid.

SEC. 2627. [300ff-37] STATE HIV TESTING PROGRAMS ESTABLISHED PRIOR TO OR AFTER 
ENACTMENT.

Nothing in this subpart shall be construed to disqualify a State from receiving grants under this title if such 
State has established at any time prior to or after the date of enactment of this subpart a program of mandatory 
HIV testing.

SEC. 2628. [300ff-37a] RECOMMENDATIONS FOR REDUCING INCIDENCE OF PERINATAL 
TRANSMISSION.

(a)  STUDY BY INSTITUTE OF MEDICINE.—
(1)  IN GENERAL.—The Secretary shall request the Institute of Medicine to enter into an agreement 

with the Secretary under which such Institute conducts a study to provide the following:
(A)  For the most recent fi scal year for which the information is available, a determination 

of the number of newborn infants with HIV born in the United States with respect to whom the 
attending obstetrician for the birth did not know the HIV status of the mother.

(B)  A determination for each State of any barriers, including legal barriers, that prevent or 
discourage an obstetrician from making it a routine practice to offer pregnant women an HIV 
test and a routine practice to test newborn infants for HIV disease in circumstances in which the 
obstetrician does not know the HIV status of the mother of the infant.

(C)  Recommendations for each State for reducing the incidence of cases of the perinatal 
transmission of HIV, including recommendations on removing the barriers identifi ed under 
subparagraph (B).

If such Institute declines to conduct the study, the Secretary shall enter into an agreement with another 
appropriate public or nonprofi t private entity to conduct the study.

(2)  REPORT.—The Secretary shall ensure that, not later than 18 months after the effective date of 
this section, the study required in paragraph (1) is completed and a report describing the fi ndings made 
in the study is submitted to the appropriate committees of the Congress, the Secretary, and the chief 
public health offi cial of each of the States.
(b)  PROGRESS TOWARD RECOMMENDATIONS.—In fi scal year 2004, the Secretary shall collect 

information from the States describing the actions taken by the States toward meeting the recommendations 
specifi ed for the States under subsection (a)(1)(C).

(c)  SUBMISSION OF REPORTS TO CONGRESS.—The Secretary shall submit to the appropriate 
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committees of the Congress reports describing the information collected under subsection (b).

Subpart III—Certain Partner Notifi cation Programs

SEC. 2631. [300ff-38] GRANTS FOR PARTNER NOTIFICATION PROGRAMS.
(a)  IN GENERAL.—In the case of States whose laws or regulations are in accordance with subsection 

(b), the Secretary, subject to subsection (c)(2), may make grants to the States for carrying out programs to 
provide partner counseling and referral services.

(b)  DESCRIPTION OF COMPLIANT STATE PROGRAMS.—For purposes of subsection (a), the laws or 
regulations of a State are in accordance with this subsection if under such laws or regulations (including 
programs carried out pursuant to the discretion of State offi cials) the following policies are in effect:

(1)  The State requires that the public health offi cer of the State carry out a program of partner 
notifi cation to inform partners of individuals with HIV disease that the partners may have been 
exposed to the disease.

(2)(A) In the case of a health entity that provides for the performance on an individual of a test for 
HIV disease, or that treats the individual for the disease, the State requires, subject to subparagraph 
(B), that the entity confi dentially report the positive test results to the State public health offi cer in a 
manner recommended and approved by the Director of the Centers for Disease Control and Prevention, 
together with such additional information as may be necessary for carrying out such program.

(B)  The State may provide that the requirement of subparagraph (A) does not apply to the testing 
of an individual for HIV disease if the individual underwent the testing through a program designed 
to perform the test and provide the results to the individual without the individual disclosing his or 
her identity to the program.  This subparagraph may not be construed as affecting the requirement of 
subparagraph (A) with respect to a health entity that treats an individual for HIV disease.

(3)  The program under paragraph (1) is carried out in accordance with the following:
(A)  Partners are provided with an appropriate opportunity to learn that the partners have 

been exposed to HIV disease, subject to subparagraph (B).
(B)  The State does not inform partners of the identity of the infected individuals involved.
(C)  Counseling and testing for HIV disease are made available to the partners and to infected 

individuals, and such counseling includes information on modes of transmission for the disease, 
including information on prenatal and perinatal transmission and preventing transmission.

(D)  Counseling of infected individuals and their partners includes the provision of information 
regarding therapeutic measures for preventing and treating the deterioration of the immune system 
and conditions arising from the disease, and the provision of other prevention-related information.

(E)  Referrals for appropriate services are provided to partners and infected individuals, 
including referrals for support services and legal aid.

(F)  Notifi cations under subparagraph (A) are provided in person, unless doing so is an 
unreasonable burden on the State.

(G)  There is no criminal or civil penalty on, or civil liability for, an infected individual if 
the individual chooses not to identify the partners of the individual, or the individual does not 
otherwise cooperate with such program.

(H)  The failure of the State to notify partners is not a basis for the civil liability of any health 
entity who under the program reported to the State the identity of the infected individual involved.

(I)  The State provides that the provisions of the program may not be construed as prohibiting 
the State from providing a notifi cation under subparagraph (A) without the consent of the infected 
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individual involved.
(4)  The State annually reports to the Director of the Centers for Disease Control and Prevention 

the number of individuals from whom the names of partners have been sought under the program 
under paragraph (1), the number of such individuals who provided the names of partners, and the 
number of partners so named who were notifi ed under the program.

(5)  The State cooperates with such Director in carrying out a national program of partner 
notifi cation, including the sharing of information between the public health offi cers of the States.
(c)  REPORTING SYSTEM FOR CASES OF HIV DISEASE; PREFERENCE IN MAKING GRANTS.—In 

making grants under subsection (a), the Secretary shall give preference to States whose reporting systems 
for cases of HIV disease produce data on such cases that is suffi ciently accurate and reliable for use for 
purposes of section 2618(a)(2)(D)(i).

(d)  AUTHORIZATION OF APPROPRIATIONS.—For the purpose of carrying out this section, there are 
authorized to be appropriated $30,000,000 for fi scal year 2001, and such sums as may be necessary for each 
of the fi scal years 2002 through 2005.

PART C—EARLY INTERVENTION SERVICES

Subpart I—Categorical Grants

SEC. 2651. [300ff-51] ESTABLISHMENT OF PROGRAM.
(a)  IN GENERAL.—For the purposes described in subsection (b), the Secretary, acting through the 

Administrator of the Health Resources and Services Administration, may make grants to public and nonprofi t 
private entities specifi ed in section 2652(a).

(b)  PURPOSES OF GRANTS.—
(1)  IN GENERAL.—The Secretary may not make a grant under subsection (a) unless the applicant for 

the grant agrees to expend the grant for the purposes of providing, on an outpatient basis, each of the early 
intervention services specifi ed in paragraph (2) with respect to HIV disease, and unless the applicant agrees to 
expend not less than 50 percent of the grant for such services that are specifi ed in subparagraphs (B) through 
(E) of such paragraph for individuals with HIV disease.

(2)  SPECIFICATION OF EARLY INTERVENTION SERVICES.—The early intervention services referred to 
in paragraph (1) are—

(A)  counseling individuals with respect to HIV disease in accordance with section 2662;
(B)  testing individuals with respect to such disease, including tests to confi rm the presence of 

the disease, tests to diagnose the extent of the defi ciency in the immune system, and tests to provide 
information on appropriate therapeutic measures for preventing and treating the deterioration of the 
immune system and for preventing and treating conditions arising from the disease;

(C)  referrals described in paragraph (3);
(D)  other clinical and diagnostic services regarding HIV disease, and periodic medical evaluations 

of individuals with the disease;
(E)  providing the therapeutic measures described in subparagraph (B).

(3)  REFERRALS.—The services referred to in paragraph (2)(C) are referrals of individuals with HIV 
disease to appropriate providers of health and support services, including, as appropriate—

(A)  to entities receiving amounts under part A or B for the provision of such services;
(B)  to biomedical research facilities of institutions of higher education that offer experimental 

treatment for such disease, or to community-based organizations or other entities that provide such 
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treatment; or
(C)  to grantees under section 2671, in the case of a pregnant woman.

(4)  REQUIREMENT OF AVAILABILITY OF ALL EARLY INTERVENTION SERVICES THROUGH EACH 
GRANTEE.—

(A)  IN GENERAL.—The Secretary may not make a grant under subsection (a) unless the applicant 
for the grant agrees that each of the early intervention services specifi ed in paragraph (2) will be available 
through the grantee.  With respect to compliance with such agreement, such a grantee may expend 
the grant to provide the early intervention services directly, and may expend the grant to enter into 
agreements with public or nonprofi t private entities, or private for-profi t entities if such entities are the 
only available provider of quality HIV care in the area, under which the entities provide the services.

(B)  OTHER REQUIREMENTS.—Grantees described in—
(i)  paragraphs (1), (2), (5), and (6) of section 2652(a) shall use not less than 50 percent of the 

amount of such a grant to provide the services described in subparagraphs (A), (B), (D), and (E) of 
section 2651(b)(2) directly and on-site or at sites where other primary care services are rendered; and

(ii)  paragraphs (3) and (4) of section 2652(a) shall ensure the availability of early intervention 
services through a system of linkages to community-based primary care providers, and to establish 
mechanisms for the referrals described in section 2651(b)(2)(C), and for follow-up concerning such 
referrals.

(5)  OPTIONAL SERVICES.—A grantee under subsection (a)— 
(A) may expend the grant to provide outreach services to individuals who may have HIV disease 

or may be at risk of the disease, and who may be unaware of the availability and potential benefi ts of 
early treatment of the disease, and to provide outreach services to health care professionals who may be 
unaware of such availability and potential benefi ts; and

(B)  may, in the case of individuals who seek early intervention services from the grantee, expend the 
grant—

(i) for case management to provide coordination in the provision of health care services to the 
individuals and to review the extent of utilization of the services by the individuals; and

(ii) to provide assistance to the individuals regarding establishing the eligibility of the 
individuals for fi nancial assistance and services under Federal, State, or local programs providing for 
health services, mental health services, social services, or other appropriate services.

(c)  PARTICIPATION IN CERTAIN CONSORTIUM.—The Secretary may not make a grant under subsection 
(a) unless the applicant for the grant agrees to make reasonable efforts to participate in a consortium established 
with a grant under section 2612(a)(1) regarding comprehensive services to individuals with HIV disease, if such a 
consortium exists in the geographic area with respect to which the applicant is applying to receive such a grant.

SEC. 2652. [300ff-52] MINIMUM QUALIFICATIONS OF GRANTEES.
(a)  IN GENERAL.—The entities referred to in section 2651(a) are public entities and nonprofi t private entities 

that are—
(1)  migrant health centers under section 329 or community health centers under section 330;
(2)  grantees under section 340 (regarding health services for the homeless);
(3)  grantees under section 1001 (regarding family planning) other than States;
(4)  comprehensive hemophilia diagnostic and treatment centers;
(5)  Federally-qualifi ed health centers under section 1905(l)(2)(B) of the Social Security Act; or
(6)  nonprofi t private entities that provide comprehensive primary care services to populations at risk of 

HIV disease.
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(b)  STATUS AS MEDICAID PROVIDER.—
(1)  IN GENERAL.—Subject to paragraph (2), the Secretary may not make a grant under section 2651 for 

the provision of services described in subsection (b) of such section in a State unless, in the case of any such 
service that is available pursuant to the State plan approved under title XIX of the Social Security Act for the 
State—

(A)  the applicant for the grant will provide the service directly, and the applicant has entered into a 
participation agreement under the State plan and is qualifi ed to receive payments under such plan; or

(B)  the applicant for the grant will enter into an agreement with a public or nonprofi t private entity, 
or a private for-profi t entity if such entity is the only available provider of quality HIV care in the area, 
under which the entity will provide the service, and the entity has entered into such a participation 
agreement and is qualifi ed to receive such payments.
(2)  WAIVER REGARDING CERTAIN SECONDARY AGREEMENTS.—

(A)  In the case of an entity making an agreement pursuant to paragraph (1)(B) regarding the 
provision of services, the requirement established in such paragraph regarding a participation agreement 
shall be waived by the Secretary if the entity does not, in providing health care services, impose a charge 
or accept reimbursement available from any third-party payor, including reimbursement under any 
insurance policy or under any Federal or State health benefi ts program.

(B)  A determination by the Secretary of whether an entity referred to in subparagraph (A) meets the 
criteria for a waiver under such subparagraph shall be made without regard to whether the entity accepts 
voluntary donations regarding the provision of services to the public.

SEC. 2653. [300ff-53] PREFERENCES IN MAKING GRANTS.
(a)  IN GENERAL.—In making grants under section 2651, the Secretary shall give preference to any qualifi ed 

applicant experiencing an increase in the burden of providing services regarding HIV disease, as indicated by the 
factors specifi ed in subsection (b).

(b)  SPECIFICATION OF FACTORS.—
(1)  IN GENERAL.—In the case of the geographic area with respect to which the entity involved is 

applying for a grant under section 2651, the factors referred to in subsection (a), as determined for the period 
specifi ed in paragraph (2), are—

(A)  the number of cases of acquired immune defi ciency syndrome;
(B)  the rate of increase in such cases;
(C) the lack of availability of early intervention services;
(D)  the number of other cases of sexually transmitted diseases, and the number of cases of 

tuberculosis and of drug abuse;
(E)  the rate of increase in each of the cases specifi ed in subparagraph (D);
(F)  the lack of availability of primary health services from providers other than such applicant; and
(G)  the distance between such area and the nearest community that has an adequate level of 

availability of appropriate HIV-related services, and the length of time required to travel such distance.
(2)  RELEVANT PERIOD OF TIME.—The period referred to in paragraph (1) is the 2-year period preceding 

the fi scal year for which the entity involved is applying to receive a grant under section 2651.
(c)  EQUITABLE ALLOCATIONS.—In providing preferences for purposes of subsection (b), the Secretary shall 

equitably allocate the preferences among urban and rural areas.
(d)  CERTAIN AREAS.—Of the applicants who qualify for preference under this section—

(1)  the Secretary shall give preference to applicants that will expend the grant under section 2651 
to provide early intervention under such section in rural areas; and
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(2)  the Secretary shall give special consideration to areas that are underserved with respect to such 
services.

SEC. 2654. [300ff-54] MISCELLANEOUS PROVISIONS.
(a)  SERVICES FOR INDIVIDUALS WITH HEMOPHILIA.—In making grants under section 2651, the Secretary 

shall ensure that any such grants made regarding the provision of early intervention services to individuals with 
hemophilia are made through the network of comprehensive hemophilia diagnostic and treatment centers.

(b)  TECHNICAL ASSISTANCE.—The Secretary may, directly or through grants or contracts, provide technical 
assistance to nonprofi t private entities regarding the process of submitting to the Secretary applications for grants 
under section 2651, and may provide technical assistance with respect to the planning, development, and operation 
of any program or service carried out pursuant to such section.

(c)  PLANNING AND DEVELOPMENT GRANTS.—
(1)  IN GENERAL.—The Secretary may provide planning grants to public and nonprofi t private 

entities for purposes of—
(A) enabling such entities to provide HIV early intervention services; and
(B) assisting the entities in expanding their capacity to provide HIV-related health services, 

including early intervention services, in low-income communities and affected subpopulations that 
are underserved with respect to such services (subject to the condition that a grant pursuant to 
this subparagraph may not be expended to purchase or improve land, or to purchase, construct, or 
permanently improve, other than minor remodeling, any building or other facility).
(2)  REQUIREMENT.—The Secretary may only award a grant to an entity under paragraph (1) if the 

Secretary determines that the entity will use such grant to assist the entity in qualifying for a grant under 
section 2651.

(3)  PREFERENCE.—In awarding grants under paragraph (1), the Secretary shall give preference to 
entities that provide primary care services in rural or underserved communities.

(4)  AMOUNT AND DURATION OF GRANTS.—
(A)  EARLY INTERVENTION SERVICES.—A grant under paragraph (1)(A) may be made in an 

amount not to exceed $50,000.
(B)  CAPACITY DEVELOPMENT.—

(i)  AMOUNT. —A grant under paragraph (1)(B) may be made in an amount not to exceed 
$150,000.

(ii)  DURATION.—The total duration of a grant under paragraph (1)(B), including any 
renewal, may not exceed 3 years.

(5)  LIMITATION.—Not to exceed 5 percent of the amount appropriated for a fi scal year under section 
2655 may be used to carry out this section.

SEC. 2655. [300ff-55] AUTHORIZATION OF APPROPRIATIONS.
For the purpose of making grants under section 2651, there are authorized to be appropriated such sums as 

may be necessary for each of the fi scal years 2001 through 2005.

Subpart II—General Provisions

SEC. 2661. [300ff-61] CONFIDENTIALITY AND INFORMED CONSENT.
(a)  CONFIDENTIALITY.—The Secretary may not make a grant under this part unless, in the case of any 

entity applying for a grant under section 2651, the entity agrees to ensure that information regarding the receipt 
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of early intervention services pursuant to the grant is maintained confi dentially in a manner not inconsistent with 
applicable law.

(b)  INFORMED CONSENT.—
(1)  IN GENERAL.—The Secretary may not make a grant under this part unless the applicant for the grant 

agrees that, in testing an individual for HIV disease, the applicant will test an individual only after obtaining 
from the individual a statement, made in writing and signed by the individual, declaring that the individual 
has undergone the counseling described in section 2662(a) and that the decision of the individual with respect 
to undergoing such testing is voluntarily made.

(2)  PROVISIONS REGARDING ANONYMOUS TESTING.—
(A)  If, pursuant to section 2664(b), an individual will undergo testing pursuant to this part through 

the use of a pseudonym, a grantee under such section shall be considered to be in compliance with the 
agreement made under paragraph (1) if the individual signs the statement described in such subsection 
using the pseudonym.

(B)  If, pursuant to section 2664(b), an individual will undergo testing pursuant to this part without 
providing any information relating to the identity of the individual, a grantee under such section shall 
be considered to be in compliance with the agreement made under paragraph (1) if the individual orally 
provides the declaration described in such paragraph.

SEC. 2662. [300ff-62] PROVISION OF CERTAIN COUNSELING SERVICES.
(a)  COUNSELING BEFORE TESTING—The Secretary may not make a grant under this part unless the applicant 

for the grant agrees that, before testing an individual for HIV disease, the applicant will provide to the individual 
appropriate counseling regarding the disease (based on the most recently available scientifi c data), including 
counseling on—

(1)  measures for the prevention of exposure to, and the transmission of, HIV;
(2)  the accuracy and reliability of the results of testing for HIV disease;
(3)  the signifi cance of the results of such testing, including the potential for developing acquired immune 

defi ciency syndrome;
(4)  encouraging the individual, as appropriate, to undergo such testing;
(5)  the benefi ts of such testing, including the medical benefi ts of diagnosing HIV disease in the early 

stages and the medical benefi ts of receiving early intervention services during such stages;
(6)  provisions of law relating to the confi dentiality of the process of receiving such services, including 

information regarding any disclosures that may be authorized under applicable law and information regarding 
the availability of anonymous counseling and testing pursuant to section 2664(b); and

(7)  provisions of applicable law relating to discrimination against individuals with HIV disease.
(b)  COUNSELING OF INDIVIDUALS WITH NEGATIVE TEST RESULTS—The Secretary may not make a grant 

under this part unless the applicant for the grant agrees that, if the results of testing conducted for HIV disease 
indicate that an individual does not have the disease, the applicant will review for the individual the information 
provided pursuant to subsection (a), including—

(1)  the information described in paragraphs (1) through (3) of such subsection; and
(2)  the appropriateness of further counseling, testing, and education of the individual regarding such 

disease.
(c)  COUNSELING OF INDIVIDUALS WITH POSITIVE TEST RESULTS.—The Secretary may not make a grant 

under this part unless the applicant for the grant agrees that, if the results of testing for HIV disease indicate that 
the individual has the disease, the applicant will provide to the individual appropriate counseling regarding such 
disease, including—
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(1)  reviewing the information described in paragraphs (1) through (3) of subsection (a);
(2)  reviewing the appropriateness of further counseling, testing, and education of the individual 

regarding such disease; and
(3)  providing counseling—

(A)  on the availability, through the applicant, of early intervention services;
(B)  on the availability in the geographic area of appropriate health care, mental health care, and 

social and support services, including providing referrals for such services, as appropriate;
(C)(i)  that explains the benefi ts of locating and counseling any individual by whom the infected 

individual may have been exposed to HIV and any individual whom the infected individual may have 
exposed to HIV; and

(ii)  that emphasizes it is the duty of infected individuals to disclose their infected status to their 
sexual partners and their partners in the sharing of hypodermic needles; that provides advice to 
infected individuals on the manner in which such disclosures can be made; and that emphasizes 
that it is the continuing duty of the individuals to avoid any behaviors that will expose others to 
HIV.

(D)  on the availability of the services of public health authorities with respect to locating and 
counseling any individual described in subparagraph (C).

(d)  ADDITIONAL REQUIREMENTS REGARDING APPROPRIATE COUNSELING.—The Secretary may not make 
a grant under this part unless the applicant for the grant agrees that, in counseling individuals with respect to HIV 
disease, the applicant will ensure that the counseling is provided under conditions appropriate to the needs of the 
individuals.

(e)  COUNSELING OF EMERGENCY RESPONSE EMPLOYEES.—The Secretary may not make a grant under this 
part to a State unless the State agrees that, in counseling individuals with respect to HIV disease, the State will 
ensure that, in the case of emergency response employees, the counseling is provided to such employees under 
conditions appropriate to the needs of the employees regarding the counseling.

(f) RULE OF CONSTRUCTION REGARDING COUNSELING WITHOUT TESTING.—Agreements made pursuant 
to this section may not be construed to prohibit any grantee under this part from expending the grant for the 
purpose of providing counseling services described in this section to an individual who does not undergo testing 
for HIV disease as a result of the grantee or the individual determining that such testing of the individual is not 
appropriate.

SEC. 2663. [300ff-63] APPLICABILITY OF REQUIREMENTS REGARDING CONFIDENTIALITY, 
INFORMED CONSENT, AND COUNSELING.

The Secretary may not make a grant under this part unless the applicant for the grant agrees that, with respect 
to testing for HIV disease, any such testing carried out by the applicant will, without regard to whether such 
testing is carried out with Federal funds, be carried out in accordance with conditions described in sections 2661 
and 2662.

SEC. 2664. [300ff-64] ADDITIONAL REQUIRED AGREEMENTS.
(a)  REPORTS TO SECRETARY.—The Secretary may not make a grant under this part unless—

(1)  the applicant submits to the Secretary—
(A)  a specifi cation of the expenditures made by the applicant for early intervention services for the 

fi scal year preceding the fi scal year for which the applicant is applying to receive the grant; and
(B)  an estimate of the number of individuals to whom the applicant has provided such services for 

such fi scal year; and
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(2)  the applicant agrees to submit to the Secretary a report providing—
(A)  the number of individuals to whom the applicant provides early intervention services pursuant 

to the grant;
(B)  epidemiological and demographic data on the population of such individuals;
(C)  the extent to which the costs of HIV-related health care for such individuals are paid by third-

party payors;
(D)  the average costs of providing each category of early intervention service; and
(E)  the aggregate amounts expended for each such category.

(b)  PROVISION OF OPPORTUNITIES FOR ANONYMOUS COUNSELING AND TESTING.—The Secretary may 
not make a grant under this part unless the applicant for the grant agrees that, to the extent permitted under State 
law, regulation or rule, the applicant will offer substantial opportunities for an individual—

(1)  to undergo counseling and testing regarding HIV disease without being required to provide any 
information relating to the identity of the individual; and

(2)  to undergo such counseling and testing through the use of a pseudonym.
(c) PROHIBITION AGAINST REQUIRING TESTING AS CONDITION OF RECEIVING OTHER HEALTH 

SERVICES.—The Secretary may not make a grant under this part unless the applicant for the grant agrees that, with 
respect to an individual seeking health services from the applicant, the applicant will not require the individual to 
undergo testing for HIV as a condition of receiving any health services unless such testing is medically indicated 
in the provision of the health services sought by the individual.

(d)  MAINTENANCE OF SUPPORT.—The Secretary may not make a grant under this part unless the applicant 
for the grant agrees to maintain the expenditures of the applicant for early intervention services at a level equal to 
not less than the level of such expenditures maintained by the State for the fi scal year preceding the fi scal year for 
which the applicant is applying to receive the grant.

(e)  REQUIREMENTS REGARDING IMPOSITION OF CHARGES FOR SERVICES.—
(1)  IN GENERAL.—The Secretary may not make a grant under this part unless, subject to paragraph (5), 

the applicant for the grant agrees that—
(A)  in the case of individuals with an income less than or equal to 100 percent of the offi cial poverty 

line, the applicant will not impose a charge on any such individual for the provision of early intervention 
services under the grant;

(B)  in the case of individuals with an income greater than 100 percent of the offi cial poverty line, 
the applicant—

(i)  will impose a charge on each such individual for the provision of such services; and
(ii)  will impose the charge according to a schedule of charges that is made available to the 

public.
(2)  LIMITATION ON CHARGES REGARDING INDIVIDUALS SUBJECT TO CHARGES.—With respect to the 

imposition of a charge for purposes of paragraph (1)(B)(ii), the Secretary may not make a grant under this 
part unless, subject to paragraph (5), the applicant for the grant agrees that—

(A)  in the case of individuals with an income greater than 100 percent of the offi cial poverty line 
and not exceeding 200 percent of such poverty line, the applicant will not, for any calendar year, impose 
charges in an amount exceeding 5 percent of the annual gross income of the individual involved;

(B)  in the case of individuals with an income greater than 200 percent of the offi cial poverty line 
and not exceeding 300 percent of such poverty line, the applicant will not, for any calendar year, impose 
charges in an amount exceeding 7 percent of the annual gross income of the individual involved; and

(C)  in the case of individuals with an income greater than 300 percent of the offi cial poverty line, 
the applicant will not, for any calendar year, impose charges in an amount exceeding 10 percent of the 
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annual gross income of the individual involved.
(3)  ASSESSMENT OF CHARGE.—With respect to compliance with the agreement made under paragraph 

(1), a grantee under this part may, in the case of individuals subject to a charge for purposes of such 
paragraph—

(A)  assess the amount of the charge in the discretion of the grantee, including imposing only a 
nominal charge for the provision of services, subject to the provisions of such paragraph regarding public 
schedules and of paragraph (2) regarding limitations on the maximum amount of charges; and

(B)  take into consideration the medical expenses of individuals in assessing the amount of the 
charge, subject to such provisions.
(4)  APPLICABILITY OF LIMITATION ON AMOUNT OF CHARGE.—The Secretary may not make a grant 

under this part unless the applicant for the grant agrees that the limitations established in paragraph (2) 
regarding the imposition of charges for services applies to the annual aggregate of charges imposed for such 
services, without regard to whether they are characterized as enrollment fees, premiums, deductibles, cost 
sharing, copayments, coinsurance, or similar charges.

(5)  WAIVER REGARDING CERTAIN SECONDARY AGREEMENTS.—The requirement established in 
paragraph (1)(B)(i) shall be waived by the Secretary in the case of any entity for whom the Secretary has 
granted a waiver under section 2652(b)(2).
(f)  RELATIONSHIP TO ITEMS AND SERVICES UNDER OTHER PROGRAMS.—

(1)  IN GENERAL.—The Secretary may not make a grant under this part unless the applicant for the 
grant agrees that, subject to paragraph (2), the grant will not be expended by the applicant, or by any entity 
receiving amounts from the applicant for the provision of early intervention services, to make payment for 
any such service to the extent that payment has been made, or can reasonably be expected to be made, with 
respect to such service—

(A)  under any State compensation program, under an insurance policy, or under any Federal or State 
health benefi ts program; or

(B)  by an entity that provides health services on a prepaid basis.
(2)  APPLICABILITY TO CERTAIN SECONDARY AGREEMENTS FOR PROVISION OF SERVICES.—An 

agreement made under paragraph (1) shall not apply in the case of an entity through which a grantee under 
this part provides early intervention services if the Secretary has provided a waiver under section 2652(b)(2) 
regarding the entity.
(g)  ADMINISTRATION OF GRANT.—The Secretary may not make a grant under this part unless the applicant 

for the grant agrees that—
(1)  the applicant will not expend amounts received pursuant to this part for any purpose other than the 

purposes described in the subpart under which the grant involved is made;
(2)  the applicant will establish such procedures for fi scal control and fund accounting as may be 

necessary to ensure proper disbursement and accounting with respect to the grant;
(3)  the applicant will not expend more than 10 percent including planning and evaluation of the grant 

for administrative expenses with respect to the grant;
(4)  the applicant will submit evidence that the proposed program is consistent with the statewide 

coordinated statement of need and agree to participate in the ongoing revision of such statement of need; and
(5)  the applicant will provide for the establishment of a quality management program—

(A)  to assess the extent to which medical services funded under this title that are provided 
to patients are consistent with the most recent Public Health Service guidelines for the treatment 
of HIV disease and related opportunistic infections, and as applicable, to develop strategies for 
ensuring that such services are consistent with the guidelines; and
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(B)  to ensure that improvements in the access to and quality of HIV health services are 
addressed.

SEC. 2665. [300ff-65] REQUIREMENT OF SUBMISSION OF APPLICATION CONTAINING CERTAIN 
AGREEMENTS AND ASSURANCES.

The Secretary may not make a grant under this part unless—
(1)  an application for the grant is submitted to the Secretary containing agreements and assurances in 

accordance with this part and containing the information specifi ed in section 2664(a)(1);
(2) with respect to such agreements, the application provides assurances of compliance satisfactory to the 

Secretary; and
(3)  the application otherwise is in such form, is made in such manner, and contains such agreements, 

assurances, and information as the Secretary determines to be necessary to carry out this part.

SEC. 2666. [300ff-66] PROVISION BY SECRETARY OF SUPPLIES AND SERVICES IN LIEU OF GRANT 
FUNDS.

(a)  IN GENERAL.—Upon the request of a grantee under this part, the Secretary may, subject to subsection 
(b), provide supplies, equipment, and services for the purpose of aiding the grantee in providing early intervention 
services and, for such purpose, may detail to the State any offi cer or employee of the Department of Health and 
Human Services.

(b)  LIMITATION.—With respect to a request described in subsection (a), the Secretary shall reduce the 
amount of payments under the grant involved by an amount equal to the costs of detailing personnel and the 
fair market value of any supplies, equipment, or services provided by the Secretary. The Secretary shall, for the 
payment of expenses incurred in complying with such request, expend the amounts withheld.

SEC. 2667. [300ff-67] USE OF FUNDS.
Counseling programs carried out under this part—

(1)  shall not be designed to promote or encourage, directly, intravenous drug abuse or sexual activity, 
homosexual or heterosexual;

(2)  shall be designed to reduce exposure to and transmission of HIV disease by providing accurate 
information; and

(3)  shall provide information on the health risks of promiscuous sexual activity and intravenous drug 
abuse.

PART D—GENERAL PROVISIONS

SEC. 2671. [300ff-71] GRANTS FOR COORDINATED SERVICES AND ACCESS TO RESEARCH FOR 
WOMEN, INFANTS, CHILDREN, AND YOUTH.

(a)  IN GENERAL.—The Secretary, acting through the Administrator of the Health Resources and Services 
Administration and in consultation with the Director of the National Institutes of Health, shall make grants to 
public and nonprofi t private entities that provide primary care (directly or through contracts) for the following 
purposes:

(1)  Providing through such entities, in accordance with this section, opportunities for women, infants, 
children, and youth to be voluntary participants in research of potential clinical benefi t to individuals with 
HIV disease.

(2)  In the case of women, infants, children, and youth with HIV disease, and the families of such 
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individuals, providing to such individuals—
(A)  health care on an outpatient basis; and
(B)  additional services in accordance with subsection (d).

(b)  PROVISIONS REGARDING PARTICIPATION IN RESEARCH.—
(1)  IN GENERAL.—With respect to the projects of research with which an applicant under subsection 

(a) is concerned, the Secretary may make a grant under such subsection to the applicant only if the following 
conditions are met:

(A)  The applicant agrees to make reasonable efforts— 
(i)  to identify which of the patients of the applicant are women, infants, children, and youth who 

would be appropriate participants in the projects;
(ii)  to carry out clause (i) through the use of criteria provided for such purpose by the entities 

that will be conducting the projects of research; and
(iii)  to offer women, infants, children, and youth the opportunity to participate in the projects 

(as appropriate), including the provision of services under subsection (d)(3).
(B)  The applicant agrees that, in the case of the research-related functions to be carried out by 

the applicant pursuant to subsection (a)(1), the applicant will comply with accepted standards that 
are applicable to such functions (including accepted standards regarding informed consent and other 
protections for human subjects).

(C)  The applicant will demonstrate linkages to research and how access to such research is 
being offered to patients.
(2)  PROHIBITION.—Receipt of services by a patient shall not be conditioned upon the consent of the 

patient to participate in research.
(c)  PROVISIONS REGARDING CONDUCT OF RESEARCH.—

(1)  IN GENERAL.—With respect to eligibility for a grant under subsection (a):
(A)  A project of research for which subjects are sought pursuant to such subsection may be 

conducted by the applicant for the grant, or by an entity with which the applicant has made arrangements 
for purposes of the grant.
The grant may not be expended for the conduct of any project of research, except for such research-
related functions as are appropriate for providing opportunities under subsection (a)(1) (including the 
functions specifi ed in subsection (b)(1)).

(B)  The grant may be made only if the Secretary makes the following determinations:
(i)  The applicant or other entity (as the case may be under subparagraph (A)) is appropriately 

qualifi ed to conduct the project of research.  An entity shall be considered to be so qualifi ed if 
any research protocol of the entity has been recommended for funding under this Act pursuant to 
technical and scientifi c peer review through the National Institutes of Health.

(ii)  The project of research is being conducted in accordance with a research protocol to which 
the Secretary gives priority regarding the prevention or treatment of HIV disease in women, infants, 
children, or youth, subject to paragraph (2).

(2)  LIST OF RESEARCH PROTOCOLS.—
(A)  IN GENERAL.—From among the research protocols described in paragraph (1)(B)(ii), the 

Secretary shall establish a list of research protocols that are appropriate for purposes of subsection (a)(1).  
Such list shall be established only after consultation with public and private entities that conduct such 
research, and with providers of services under subsection (a) and recipients of such services.

(B)  DISCRETION OF SECRETARY.—The Secretary may authorize the use, for purposes of subsection 
(a)(1), of a research protocol that is not included on the list under subparagraph (A). The Secretary may 
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waive the requirement specifi ed in paragraph (1)(B)(ii) in such circumstances as the Secretary determines 
to be appropriate.

(d)  ADDITIONAL SERVICES FOR PATIENTS AND FAMILIES.—A grant under subsection (a) may be made only 
if the applicant for the grant agrees as follows:

(1)  The applicant will provide for the case management of the patient involved and the family of the 
patient.

(2)  The applicant will provide for the patient and the family of the patient—
(A)  referrals for inpatient hospital services, treatment for substance abuse, and mental health 

services; and
(B)  referrals for other social and support services, as appropriate.

(3)  The applicant will provide the patient and the family of the patient with such transportation, child 
care, and other incidental services as may be necessary to enable the patient and the family to participate in 
the program established by the applicant pursuant to such subsection.

(4)  The applicant will provide individuals with information and education on opportunities to 
participate in HIV/AIDS-related clinical research.
(e)  COORDINATION WITH OTHER ENTITIES.—A grant under subsection (a) may be made only if the 

applicant for the grant agrees as follows:
(1)  The applicant will coordinate activities under the grant with other providers of health care services 

under this Act, and under title V of the Social Security Act.
(2)  The applicant will participate in the statewide coordinated statement of need under part B (where 

it has been initiated by the public health agency responsible for administering grants under part B) and in 
revisions of such statement.
(f)  ADMINISTRATION.—

(1)  APPLICATION.—A grant under subsection (a) may be made only if an application for the grant is 
submitted to the Secretary and the application is in such form, is made in such manner, and contains such 
agreements, assurances, and information as the Secretary determines to be necessary to carry out this section.

(2)  QUALITY MANAGEMENT PROGRAM.—A grantee under this section shall implement a quality 
management program to assess the extent to which HIV health services provided to patients under the 
grant are consistent with the most recent Public Health Service guidelines for the treatment of HIV 
disease and related opportunistic infection, and as applicable, to develop strategies for ensuring that 
such services are consistent with the guidelines for improvement in the access to and quality of HIV 
health services.
(g) COORDINATION WITH NATIONAL INSTITUTES OF HEALTH.—The Secretary shall develop and implement 

a plan that provides for the coordination of the activities of the National Institutes of Health with the activities 
carried out under this section.  In carrying out the preceding sentence, the Secretary shall ensure that projects of 
research conducted or supported by such Institutes are made aware of applicants and grantees under subsection (a), 
shall require that the projects, as appropriate, enter into arrangements for purposes of such subsection, and shall 
require that each project entering into such an arrangement inform the applicant or grantee under such subsection 
of the needs of the project for the participation of women, infants, children, and youth.  The Secretary acting 

through the Director of NIH,13 shall examine the distribution and availability of ongoing and appropriate 
HIV/AIDS-related research projects to existing sites under this section for purposes of enhancing and 
expanding voluntary access to HIV-related research, especially within communities that are not reasonably 
served by such projects.  Not later than 12 months after the date of the enactment of the Ryan White 
CARE Act Amendments of 2000, the Secretary shall prepare and submit to the appropriate committees of 
Congress a report that describes the fi ndings made by the Director and the manner in which the conclusions 
based on those fi ndings can be addressed.
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(h) ANNUAL REVIEW OF PROGRAMS; EVALUATIONS.—
(1) REVIEW REGARDING ACCESS TO AND PARTICIPATION IN PROGRAMS.—With respect to a grant 

under subsection (a) for an entity for a fi scal year, the Secretary shall, not later than 180 days after the end 
of the fi scal year, provide for the conduct and completion of a review of the operation during the year of the 
program carried out under such subsection by the entity. The purpose of such review shall be the development 
of recommendations, as appropriate, for improvements in the following:

(A)  Procedures used by the entity to allocate opportunities and services under subsection (a) among 
patients of the entity who are women, infants, children, or youth.

(B)  Other procedures or policies of the entity regarding the participation of such individuals in such 
program.
(2)  EVALUATIONS.—The Secretary shall, directly or through contracts with public and private entities, 

provide for evaluations of programs carried out pursuant to subsection (a).
(i)  LIMITATION ON ADMINISTRATIVE EXPENSES.—

(1)  DETERMINATION BY SECRETARY.—Not later than 12 months after the date of the enactment 
of the Ryan White CARE Act Amendments of 2000, the Secretary, in consultation with grantees under 
this part, shall conduct a review of the administrative, program support, and direct service-related 
activities that are carried out under this part to ensure that eligible individuals have access to quality, 
HIV-related health and support services and research opportunities under this part, and to support the 
provision of such services.

(2)  REQUIREMENTS.—
(A)  IN GENERAL.—Not later than 180 days after the expiration of the 12-month period 

referred to in paragraph (1) the Secretary, in consultation with grantees under this part, shall 
determine the relationship between the costs of the activities referred to in paragraph (1) and 
the access of eligible individuals to the services and research opportunities described in such 
paragraph.

(B)  LIMITATION.—After a fi nal determination under subparagraph (A), the Secretary may 
not make a grant under this part unless the grantee complies with such requirements as may be 
included in such determination.

(j)  TRAINING AND TECHNICAL ASSISTANCE.—Of the amounts appropriated under subsection (j) for a fi scal 
year, the Secretary may use not more than fi ve percent to provide, directly or through contracts with public and 
private entities (which may include grantees under subsection (a)), training and technical assistance to assist 
applicants and grantees under subsection (a) in complying with the requirements of this section.

(k)  AUTHORIZATION OF APPROPRIATIONS.—For the purpose of carrying out this section, there are 

authorized to be appropriated such sums as may be necessary for each of the fi scal years 1996 through 2000.14

SEC. 2672. [300ff-72] PROVISIONS RELATING TO BLOOD BANKS.
(a)  INFORMATIONAL AND TRAINING PROGRAMS.—The Secretary shall—

(1)  develop and make available to technical and supervisory personnel employed at blood banks 
and facilities that produce blood products, materials and information concerning measures that may be 
implemented to protect the safety of the blood supply with respect to the activities of such personnel, 
including—

(A)  state-of-the-art diagnostic and testing procedures relating to pathogens in the blood supply; and
(B)  quality assurance procedures relating to the safety of the blood supply and of blood products; 

and
(2)  develop and implement a training program that is designed to increase the number of employees of 

the Department of Health and Human Services who are qualifi ed to conduct inspections of blood banks and 
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facilities that produce blood products.
(b)  Updates.—The Secretary shall periodically review and update the materials and information made 

available under informational or training programs conducted under subsection (a).
(c)  AUTHORIZATION OF APPROPRIATIONS.—There are authorized to be appropriated to carry out this 

section, $1,500,000 for fi scal year 1991, and such sums as may be necessary in each of the fi scal years 1992 

through 1995.15

SEC. 2673. [300ff-73] RESEARCH, EVALUATION, AND ASSESSMENT PROGRAM.
(a)  ESTABLISHMENT.—The Secretary, acting through the Director of the Agency for Healthcare Research 

and Quality, shall establish a program to enable independent research to be conducted by individuals and 
organizations with appropriate expertise in the fi elds of health, health policy, and economics (particularly health 
care economics) to develop—

(1)  a comparative assessment of the impact and cost-effectiveness of major models for organizing and 
delivering HIV-related health care, mental health care, early intervention, and support services, that shall 
include a report concerning patient outcomes, satisfaction, perceived quality of care, and total cumulative 
cost, and a review of the appropriateness of such models for the delivery of health and support services to 
infants, children, women, and families with HIV disease;

(2)  through a review of private sector fi nancing mechanisms for the delivery of HIV-related health and 
support services, an assessment of strategies for maintaining private health benefi ts for individuals with HIV 
disease and an assessment of specifi c business practices or regulatory barriers that could serve to reduce 
access to private sector benefi t programs;

(3)  an assessment of the manner in which different points-of-entry to the health care system affect the 
cost, quality, and outcome of the care and treatment of individuals and families with HIV disease; and

(4)  a summary report concerning the major and continuing unmet needs in health care, mental health 
care, early intervention, and support services for individuals and families with HIV disease in urban and rural 
areas.
(b)  REPORT.—Not later than 2 years after the date of enactment of this title, and periodically thereafter, the 

Secretary shall prepare and submit, to the Committee on Energy and Commerce of the House of Representatives 
and the Committee on Labor and Human Resources of the Senate, a progress report that contains the fi ndings and 
assessments developed under subsection (a).

(c)  AUTHORIZATION OF APPROPRIATIONS.—There are authorized to be appropriated to carry out this 

section, such sums as may be necessary for each of the fi scal years 1991 through 1995.16

SEC. 2674. [300ff-74] EVALUATIONS AND REPORTS.
(a)  Evaluations.—The Secretary shall, directly or through grants and contracts, evaluate programs carried out 

under this title.
(b)  REPORT TO CONGRESS.—The Secretary shall, not later than October 1, 1996, and annually thereafter, 

prepare and submit to the appropriate Committees of Congress a report—
(1)  evaluating the programs carried out under this title; and
(2)  making such recommendations for administrative and legislative initiatives with respect to this title 

as the Secretary determines to be appropriate.
(c)  AUTHORIZATION OF APPROPRIATIONS.—There are authorized to be appropriated to carry out this 

section, such sums as may be necessary for each of the fi scal years 2001 through 2005.
(d)  ALLOCATION OF FUNDS.—The Secretary shall carry out this section with amounts available under 

section 241.  Such amounts are in addition to any other amounts that are available to the Secretary for such 
purpose.
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SEC. 2675. [300ff-75] COORDINATION.
(a)  REQUIREMENT.—The Secretary shall ensure that the Health Resources and Services 

Administration, the Centers for Disease Control and Prevention, the Substance Abuse and Mental Health 
Services Administration, and the Health Care Financing Administration coordinate the planning, funding, 
and implementation of Federal HIV programs to enhance the continuity of care and prevention services 
for individuals with HIV disease or those at risk of such disease.  The Secretary shall consult with other 
Federal agencies, including the Department of Veterans Affairs, as needed and utilize planning information 
submitted to such agencies by the States and entities eligible for support.

(b)  REPORT.—The Secretary shall biennially prepare and submit to the appropriate committees of 
the Congress a report concerning the coordination efforts at the Federal, State, and local levels described 
in this section, including a description of Federal barriers to HIV program integration and a strategy for 
eliminating such barriers and enhancing the continuity of care and prevention services for individuals with 

HIV disease or those at risk of such disease.17

(c)  INTEGRATION BY STATE.—As a condition of receipt of funds under this title, a State shall assure the 
Secretary that health support services funded under this title will be integrated with each other, that programs will 
be coordinated with other available programs (including Medicaid) and that the continuity of care  and prevention 
services of individuals with HIV disease is enhanced.

(d)  INTEGRATION BY LOCAL OR PRIVATE ENTITIES.—As a condition of receipt of funds under this title, a 
local government or private nonprofi t entity shall assure the Secretary that services funded under this title will be 
integrated with each other, that programs will be coordinated with other available programs (including Medicaid) 
and that the continuity of care  and prevention services of individuals with HIV is enhanced.

(e)  RECOMMENDATIONS REGARDING RELEASE OF PRISONERS.—After consultation with the Attorney 
General and the Director of the Bureau of Prisons, with States, with eligible areas under part A, and with 
entities that receive amounts from grants under part A or B, the Secretary, consistent with the coordination 
required in subsection (a), shall develop a plan for the medical case management of and the provision of 
support services to individuals who were Federal or State prisoners and had HIV disease as of the date on 
which the individuals were released from the custody of the penal system. The Secretary shall submit the 
plan to the Congress not later than 2 years after the date of the enactment of the Ryan White CARE Act 
Amendments of 2000.

SEC. 2675A. [300ff-75a] AUDITS.
For fi scal year 2002 and subsequent fi scal years, the Secretary may reduce the amounts of grants 

under this title to a State or political subdivision of a State for a fi scal year if, with respect to such 
grants for the second preceding fi scal year, the State or subdivision fails to prepare audits in accordance 
with the procedures of section 7502 of title 31, United States Code.  The Secretary shall annually select 
representative samples of such audits, prepare summaries of the selected audits, and submit the summaries 
to the Congress.

SEC. 2675B. [300ff-75b] ADMINISTRATIVE SIMPLIFICATION REGARDING PARTS A AND B.
(a)  COORDINATED DISBURSEMENT.—After consultation with the States, with eligible areas under 

part A, and with entities that receive amounts from grants under part A or B, the Secretary shall develop 
a plan for coordinating the disbursement of appropriations for grants under part A with the disbursement 
of appropriations for grants under part B in order to assist grantees and other recipients of amounts 
from such grants in complying with the requirements of such parts.  The Secretary shall submit the plan 
to the Congress not later than 18 months after the date of the enactment of the Ryan White CARE Act 
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Amendments of 2000.  Not later than 2 years after the date on which the plan is so submitted, the Secretary 
shall complete the implementation of the plan, notwithstanding any provision of this title that is inconsistent 
with the plan.

(b)  BIENNIAL APPLICATIONS.—After consultation with the States, with eligible areas under part 
A, and with entities that receive amounts from grants under part A or B, the Secretary shall make a 
determination of whether the administration of parts A and B by the Secretary, and the effi ciency of 
grantees under such parts in complying with the requirements of such parts, would be improved by 
requiring that applications for grants under such parts be submitted biennially rather than annually.  
The Secretary shall submit such determination to the Congress not later than 2 years after the date of the 
enactment of the Ryan White CARE Act Amendments of 2000.

(c)  APPLICATION SIMPLIFICATION.—After consultation with the States, with eligible areas under 
part A, and with entities that receive amounts from grants under part A or B, the Secretary shall develop 
a plan for simplifying the process for applications under parts A and B.  The Secretary shall submit the 
plan to the Congress not later than 18 months after the date of the enactment of the Ryan White CARE Act 
Amendments of 2000.  Not later than 2 years after the date on which the plan is so submitted, the Secretary 
shall complete the implementation of the plan, notwithstanding any provision of this title that is inconsistent 
with the plan.

SEC. 2676. [300ff-76] DEFINITIONS.
For purposes of this title:

(1)  COUNSELING.—The term “counseling” means such counseling provided by an individual trained to 
provide such counseling.

(2)  DESIGNATED OFFICER OF EMERGENCY RESPONSE EMPLOYEES.—The term “designated offi cer of 
emergency response employees” means an individual designated under section 2686 by the public health 
offi cer of the State involved.

(3)  EMERGENCY.—The term “emergency” means an emergency involving injury or illness.
(4)  EMERGENCY RESPONSE EMPLOYEE.—The term “emergency response employees” means 

fi refi ghters, law enforcement offi cers, paramedics, emergency medical technicians, funeral-service 
practitioners, and other individuals (including employees of legally organized and recognized volunteer 
organizations, without regard to whether such employees receive nominal compensation) who, in the course 
of professional duties, respond to emergencies in the geographic area involved.

(5)  EMPLOYER OF EMERGENCY RESPONSE EMPLOYEES.—The term “employer of emergency response 
employees” means an organization that, in the course of professional duties, responds to emergencies in the 
geographic area involved.

(6)  EXPOSED.—The term “exposed”, with respect to HIV disease or any other infectious disease, means 
to be in circumstances in which there is a signifi cant risk of becoming infected with the etiologic agent for the 
disease involved.

(7)  FAMILIES WITH HIV DISEASE.—The term “families with HIV disease” means families in which one 
or more members have HIV disease.

(8)  HIV.—The term “HIV” means infection with the etiologic agent for acquired immune defi ciency 
syndrome.

(9)  HIV DISEASE.—The term “HIV disease” means infection with the etiologic agent for acquired 
immune defi ciency syndrome, and includes any condition arising from such syndrome.
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(10)  OFFICIAL POVERTY LINE.—The term “offi cial poverty line” means the poverty line established by 
the Director of the Offi ce of Management and Budget and revised by the Secretary in accordance with section 
673(2) of the Omnibus Budget Reconciliation Act of 1981.

(11)  PERSON.—The term “person” includes one or more individuals, governments (including the Federal 
Government and the governments of the States), governmental agencies, political subdivisions, labor unions, 
partnerships, associations, corporations, legal representatives, mutual companies, joint-stock companies, 
trusts, unincorporated organizations, receivers, trustees, and trustees in cases under title 11, United States 
Code.

(12)  STATE.—The term “State”, except as otherwise specifi cally provided, means each of the 50 States, 
the District of Columbia, the Virgin Islands, Guam, American Samoa, the Commonwealth of the Northern 
Mariana Islands, Puerto Rico, and the Republic of the Marshall Islands.

SEC. 2677. [300ff-77] AUTHORIZATION OF APPROPRIATIONS.18

(a)  PART A.—For the purpose of carrying out part A, there are authorized to be appropriated such 
sums as may be necessary for each of the fi scal years 2001 through 2005.

(b)  PART B.—For the purpose of carrying out part B, there are authorized to be appropriated such 
sums as may be necessary for each of the fi scal years 2001 through 2005.

SEC. 2678. [300ff-78] PROHIBITION ON PROMOTION OF CERTAIN ACTIVITIES.
None of the funds authorized under this title shall be used to fund AIDS programs, or to develop materials, 

designed to promote or encourage, directly, intravenous drug use or sexual activity, whether homosexual or 
heterosexual.  Funds authorized under this title may be used to provide medical treatment and support services for 
individuals with HIV.

PART E—EMERGENCY RESPONSE EMPLOYEES

Subpart I—Guidelines and Model Curriculum

SEC. 2680. [300ff-80] GRANTS FOR IMPLEMENTATION.
(a)  IN GENERAL.—With respect to the recommendations contained in the guidelines and the model 

curriculum developed under section 253 of Public Law 100-607, the Secretary shall make grants to States and 
political subdivisions of States for the purpose of assisting grantees regarding the initial implementation of such 
portions of the recommendations as are applicable to emergency response employees.

(b)  REQUIREMENT OF APPLICATION.—The Secretary may not make a grant under subsection (a) unless an 
application for the grant is submitted to the Secretary and the application is in such form, is made in such manner, 
and contains such agreements, assurances, and information as the Secretary determines to be necessary to carry 
out this section.

(c)  AUTHORIZATION OF APPROPRIATIONS.—For the purpose of carrying out this section, there is authorized 

to be appropriated $5,000,000 for each of the fi scal years 1991 through 1995.19

Subpart II—Notifi cations of Possible Exposure to Infectious Diseases

SEC. 2681. [300ff-81] INFECTIOUS DISEASES AND CIRCUMSTANCES RELEVANT TO NOTIFICATION 
REQUIREMENTS.

(a)  IN GENERAL.—Not later than 180 days after the date of the enactment of the Ryan White Comprehensive 
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AIDS Resources Emergency Act of 1990, the Secretary shall complete the development of—
(1)  a list of potentially life-threatening infectious diseases to which emergency response employees may 

be exposed in responding to emergencies;
(2)  guidelines describing the circumstances in which such employees may be exposed to such diseases, 

taking into account the conditions under which emergency response is provided; and
(3)  guidelines describing the manner in which medical facilities should make determinations for 

purposes of section 2683(d).
(b)  SPECIFICATION OF AIRBORNE INFECTIOUS DISEASES.—The list developed by the Secretary under 

subsection (a)(1) shall include a specifi cation of those infectious diseases on the list that are routinely transmitted 
through airborne or aerosolized means.

(c)  DISSEMINATION.—The Secretary shall—
(1)  transmit to State public health offi cers copies of the list and guidelines developed by the Secretary 

under subsection (a) with the request that the offi cers disseminate such copies as appropriate throughout the 
States; and

(2)  make such copies available to the public.

SEC. 2682. [300ff-82] ROUTINE NOTIFICATIONS WITH RESPECT TO AIRBORNE INFECTIOUS 
DISEASES IN VICTIMS ASSISTED.

(a)  ROUTINE NOTIFICATION OF DESIGNATED OFFICER.—
(1)  DETERMINATION BY TREATING FACILITY.—If a victim of an emergency is transported by 

emergency response employees to a medical facility and the medical facility makes a determination that 
the victim has an airborne infectious disease, the medical facility shall notify the designated offi cer of the 
emergency response employees who transported the victim to the medical facility of the determination.

(2)  DETERMINATION BY FACILITY ASCERTAINING CAUSE OF DEATH.—If a victim of an emergency 
is transported by emergency response employees to a medical facility and the victim dies at or before 
reaching the medical facility, the medical facility ascertaining the cause of death shall notify the designated 
offi cer of the emergency response employees who transported the victim to the initial medical facility of any 
determination by the medical facility that the victim had an airborne infectious disease.
(b)  REQUIREMENT OF PROMPT NOTIFICATION.—With respect to a determination described in paragraph 

(1) or (2), the notifi cation required in each of such paragraphs shall be made as soon as is practicable, but not later 
than 48 hours after the determination is made.

SEC. 2683. [300ff-83] REQUEST FOR NOTIFICATIONS WITH RESPECT TO VICTIMS ASSISTED.
(a)  INITIATION OF PROCESS BY EMPLOYEE.—If an emergency response employee believes that the 

employee may have been exposed to an infectious disease by a victim of an emergency who was transported 
to a medical facility as a result of the emergency, and if the employee attended, treated, assisted, or transported 
the victim pursuant to the emergency, then the designated offi cer of the employee shall, upon the request of the 
employee, carry out the duties described in subsection (b) regarding a determination of whether the employee may 
have been exposed to an infectious disease by the victim.

(b)  INITIAL DETERMINATION BY DESIGNATED OFFICER.—The duties referred to in subsection (a) are 
that—

(1)  the designated offi cer involved collect the facts relating to the circumstances under which, for 
purposes of subsection (a), the employee involved may have been exposed to an infectious disease; and

(2)  the designated offi cer evaluate such facts and make a determination of whether, if the victim involved 
had any infectious disease included on the list issued under paragraph (1) of section 2681(a), the employee 
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would have been exposed to the disease under such facts, as indicated by the guidelines issued under 
paragraph (2) of such section.
(c)  SUBMISSION OF REQUEST TO MEDICAL FACILITY.—

(1)  IN GENERAL.—If a designated offi cer makes a determination under subsection (b)(2) that an 
emergency response employee may have been exposed to an infectious disease, the designated offi cer shall 
submit to the medical facility to which the victim involved was transported a request for a response under 
subsection (d) regarding the victim of the emergency involved.

(2)  FORM OF REQUEST.—A request under paragraph (1) shall be in writing and be signed by the 
designated offi cer involved, and shall contain a statement of the facts collected pursuant to subsection (b)(1).
(d) EVALUATION AND RESPONSE REGARDING REQUEST TO MEDICAL FACILITY.—

(1)  IN GENERAL .—If a medical facility receives a request under subsection (c), the medical facility shall 
evaluate the facts submitted in the request and make a determination of whether, on the basis of the medical 
information possessed by the facility regarding the victim involved, the emergency response employee 
was exposed to an infectious disease included on the list issued under paragraph (1) of section 2681(a), as 
indicated by the guidelines issued under paragraph (2) of such section.

(2)  NOTIFICATION OF EXPOSURE.—If a medical facility makes a determination under paragraph (1) 
that the emergency response employee involved has been exposed to an infectious disease, the medical 
facility shall, in writing, notify the designated offi cer who submitted the request under subsection (c) of the 
determination.

(3)  FINDING OF NO EXPOSURE.—If a medical facility makes a determination under paragraph (1) 
that the emergency response employee involved has not been exposed to an infectious disease, the medical 
facility shall, in writing, inform the designated offi cer who submitted the request under subsection (c) of the 
determination.

(4)  INSUFFICIENT INFORMATION.—
(A)  If a medical facility fi nds in evaluating facts for purposes of paragraph (1) that the facts are 

insuffi cient to make the determination described in such paragraph, the medical facility shall, in writing, 
inform the designated offi cer who submitted the request under subsection (c) of the insuffi ciency of the 
facts.

(B)(i)  If a medical facility fi nds in making a determination under paragraph (1) that the facility 
possesses no information on whether the victim involved has an infectious disease included on the list 
under section 2681(a), the medical facility shall, in writing, inform the designated offi cer who submitted 
the request under subsection (c) of the insuffi ciency of such medical information.

(ii)  If after making a response under clause (i) a medical facility determines that the victim involved 
has an infectious disease, the medical facility shall make the determination described in paragraph (1) 
and provide the applicable response specifi ed in this subsection.

(e)  TIME FOR MAKING RESPONSE.—After receiving a request under subsection (c) (including any such 
request resubmitted under subsection (g)(2)), a medical facility shall make the applicable response specifi ed in 
subsection (d) as soon as is practicable, but not later than 48 hours after receiving the request.

(f)  DEATH OF VICTIM OF EMERGENCY.—
(1)  FACILITY ASCERTAINING CAUSE OF DEATH.—If a victim described in subsection (a) dies at or 

before reaching the medical facility involved, and the medical facility receives a request under subsection (c), 
the medical facility shall provide a copy of the request to the medical facility ascertaining the cause of death 
of the victim, if such facility is a different medical facility than the facility that received the original request.

(2)  RESPONSIBILITY OF FACILITY.—Upon the receipt of a copy of a request for purposes of paragraph 
(1), the duties otherwise established in this subpart regarding medical facilities shall apply to the medical 
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facility ascertaining the cause of death of the victim in the same manner and to the same extent as such duties 
apply to the medical facility originally receiving the request.
(g)  ASSISTANCE OF PUBLIC HEALTH OFFICER.—

(1)  EVALUATION OF RESPONSE OF MEDICAL FACILITY REGARDING INSUFFICIENT FACTS.—
(A)  In the case of a request under subsection (c) to which a medical facility has made the response 

specifi ed in subsection (d)(4)(A) regarding the insuffi ciency of facts, the public health offi cer for the 
community in which the medical facility is located shall evaluate the request and the response, if the 
designated offi cer involved submits such documents to the offi cer with the request that the offi cer make 
such an evaluation.

(B)  As soon as is practicable after a public health offi cer receives a request under paragraph (1), but 
not later than 48 hours after receipt of the request, the public health offi cer shall complete the evaluation 
required in such paragraph and inform the designated offi cer of the results of the evaluation.
(2)  FINDINGS OF EVALUATION.—

(A)  If an evaluation under paragraph (1)(A) indicates that the facts provided to the medical facility 
pursuant to subsection (c) were suffi cient for purposes of determinations under subsection (d)(1)—

(i)  the public health offi cer shall, on behalf of the designated offi cer involved, resubmit the 
request to the medical facility; and

(ii)  the medical facility shall provide to the designated offi cer the applicable response specifi ed 
in subsection (d).
(B)  If an evaluation under paragraph (1)(A) indicates that the facts provided in the request to the 

medical facility were insuffi cient for purposes of determinations specifi ed in subsection (c)—
(i)  the public health offi cer shall provide advice to the designated offi cer regarding the 

collection and description of appropriate facts; and
(ii)  if suffi cient facts are obtained by the designated offi cer—

(I)  the public health offi cer shall, on behalf of the designated offi cer involved, resubmit the 
request to the medical facility; and

(II)  the medical facility shall provide to the designated offi cer the appropriate response 
under subsection (c).

SEC. 2684. [300ff-84] PROCEDURES FOR NOTIFICATION OF EXPOSURE.
(a)  CONTENTS OF NOTIFICATION TO OFFICER.—In making a notifi cation required under section 2682 or 

section 2683(d)(2), a medical facility shall provide—
(1)  the name of the infectious disease involved; and
(2)  the date on which the victim of the emergency involved was transported by emergency response 

employees to the medical facility involved.
(b)  MANNER OF NOTIFICATION.—If a notifi cation under section 2682 or section 2683(d)(2) is mailed or 

otherwise indirectly made—
(1)  the medical facility sending the notifi cation shall, upon sending the notifi cation, inform the 

designated offi cer to whom the notifi cation is sent of the fact that the notifi cation has been sent; and
(2)  such designated offi cer shall, not later than 10 days after being informed by the medical facility that 

the notifi cation has been sent, inform such medical facility whether the designated offi cer has received the 
notifi cation.

SEC. 2685. [300ff-85] NOTIFICATION OF EMPLOYEE.
(a)  IN GENERAL.—After receiving a notifi cation for purposes of section 2682 or 2683(d)(2), a designated 

offi cer of emergency response employees shall, to the extent practicable, immediately notify each of such 
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employees who—
(1)  responded to the emergency involved; and
(2)  as indicated by guidelines developed by the Secretary, may have been exposed to an infectious 

disease.
(b)  CERTAIN CONTENTS OF NOTIFICATION TO EMPLOYEE.—A notifi cation under this subsection to an 

emergency response employee shall inform the employee of—
(1)  the fact that the employee may have been exposed to an infectious disease and the name of the 

disease involved;
(2)  any action by the employee that, as indicated by guidelines developed by the Secretary, is medically 

appropriate; and
(3)  if medically appropriate under such criteria, the date of such emergency.

(c) RESPONSES OTHER THAN NOTIFICATION OF EXPOSURE.—After receiving a response under paragraph 
(3) or (4) of subsection (d) of section 2683, or a response under subsection (g)(1) of such section, the designated 
offi cer for the employee shall, to the extent practicable, immediately inform the employee of the response.

SEC. 2686. [300ff-86] SELECTION OF DESIGNATED OFFICERS.
(a)  IN GENERAL.—For the purposes of receiving notifi cations and responses and making requests under 

this subpart on behalf of emergency response employees, the public health offi cer of each State shall designate 1 
offi cial or offi cer of each employer of emergency response employees in the State.

(b)  PREFERENCE IN MAKING DESIGNATIONS.—In making the designations required in subsection (a), a 
public health offi cer shall give preference to individuals who are trained in the provision of health care or in the 
control of infectious diseases.

SEC. 2687. [300ff-87] LIMITATIONS WITH RESPECT TO DUTIES OF MEDICAL FACILITIES.
The duties established in this subpart for a medical facility—

(1)  shall apply only to medical information possessed by the facility during the period in which the 
facility is treating the victim for conditions arising from the emergency, or during the 60-day period beginning 
on the date on which the victim is transported by emergency response employees to the facility, whichever 
period expires fi rst; and

(2)  shall not apply to any extent after the expiration of the 30-day period beginning on the expiration 
of the applicable period referred to in paragraph (1), except that such duties shall apply with respect to any 
request under section 2683(c) received by a medical facility before the expiration of such 30-day period.

SEC. 2688. [300ff-88] RULES OF CONSTRUCTION.
(a)  LIABILITY OF MEDICAL FACILITIES AND DESIGNATED OFFICERS.—This subpart may not be construed 

to authorize any cause of action for damages or any civil penalty against any medical facility, or any designated 
offi cer, for failure to comply with the duties established in this subpart.

(b)  TESTING.—This subpart may not, with respect to victims of emergencies, be construed to authorize or 
require a medical facility to test any such victim for any infectious disease.

(c)  CONFIDENTIALITY.—This subpart may not be construed to authorize or require any medical facility, any 
designated offi cer of emergency response employees, or any such employee, to disclose identifying information 
with respect to a victim of an emergency or with respect to an emergency response employee.

(d)  FAILURE TO PROVIDE EMERGENCY SERVICES.—This subpart may not be construed to authorize any 
emergency response employee to fail to respond, or to deny services, to any victim of an emergency.
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SEC. 2689. [300ff-89] INJUNCTIONS REGARDING VIOLATION OF PROHIBITION.
(a)  IN GENERAL.—The Secretary may, in any court of competent jurisdiction, commence a civil action for 

the purpose of obtaining temporary or permanent injunctive relief with respect to any violation of this subpart.
(b)  FACILITATION OF INFORMATION ON VIOLATIONS.—The Secretary shall establish an administrative 

process for encouraging emergency response employees to provide information to the Secretary regarding 
violations of this subpart.  As appropriate, the Secretary shall investigate alleged such violations and seek 
appropriate injunctive relief.

SEC. 2690. [300ff-90] APPLICABILITY OF SUBPART.
This subpart shall not apply in a State if the chief executive offi cer of the State certifi es to the Secretary that 

the law of the State is in substantial compliance with this subpart.
PART F—DEMONSTRATION AND TRAINING

Subpart I—Special Projects of National Signifi cance

SEC. 2691. [300ff-101] SPECIAL PROJECTS OF NATIONAL SIGNIFICANCE.
(a)  IN GENERAL.—Of the amount appropriated under each of parts A, B, C, and D of this title for each fi scal 

year, the Secretary shall use the greater of $20,000,000 or 3 percent of such amount appropriated under each such 
part, but not to exceed $25,000,000, to administer a special projects of national signifi cance program to award 
direct grants to public and nonprofi t private entities including community-based organizations to fund special 
programs for the care and treatment of individuals with HIV disease.

(b)  GRANTS.—The Secretary shall award grants under subsection (a) based on—
(1)  the need to assess the effectiveness of a particular model for the care and treatment of individuals 

with HIV disease;
(2)  the innovative nature of the proposed activity; and
(3)  the potential replicability of the proposed activity in other similar localities or nationally.

(c)  SPECIAL PROJECTS.—Special projects of national signifi cance shall include the development and 
assessment of innovative service delivery models that are designed to—

(1)  address the needs of special populations;
(2)  assist in the development of essential community-based service delivery infrastructure; and
(3)  ensure the ongoing availability of services for Native American communities to enable such 

communities to care for Native Americans with HIV disease.
(d)  SPECIAL POPULATIONS.—Special projects of national signifi cance may include the delivery of HIV 

health care and support services to traditionally underserved populations including—
(1)  individuals and families with HIV disease living in rural communities;
(2)  adolescents with HIV disease;
(3)  Indian individuals and families with HIV disease;
(4)  homeless individuals and families with HIV disease;
(5)  hemophiliacs with HIV disease; and
(6)  incarcerated individuals with HIV disease.

(e)  SERVICE DEVELOPMENT GRANTS.—Special projects of national signifi cance may include the 
development of model approaches to delivering HIV care and support services including—
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(1)  programs that support family-based care networks and programs that build organizational capacity 
critical to the delivery of care in minority communities;

(2)  programs designed to prepare AIDS service organizations and grantees under this title for operation 
within the changing health care environment; and

(3)  programs designed to integrate the delivery of mental health and substance abuse treatment with HIV 
services.
(f)  COORDINATION.—The Secretary may not make a grant under this section unless the applicant submits 

evidence that the proposed program is consistent with the statewide coordinated statement of need, and the 
applicant agrees to participate in the ongoing revision process of such statement of need.

(g)  REPLICATION.—The Secretary shall make information concerning successful models developed under 
this part available to grantees under this title for the purpose of coordination, replication, and integration. To 
facilitate efforts under this subsection, the Secretary may provide for peer-based technical assistance from grantees 
funded under this part.

Subpart II—AIDS Education and Training Centers

SEC. 2692.  [300ff-111] HIV/AIDS COMMUNITIES, SCHOOLS, AND CENTERS.
(a)  SCHOOLS; CENTERS.—

(1)  IN GENERAL.—The Secretary may make grants and enter into contracts to assist public and nonprofi t 
private entities and schools and academic health science centers in meeting the costs of projects—

(A)  to train health personnel, including practitioners in programs under this title and other 
community providers, in the diagnosis, treatment, and prevention of HIV disease, including the 
prevention of the perinatal transmission of the disease, including measures for the prevention and 
treatment of opportunistic infections, and including (as applicable to the type of health professional 
involved), prenatal and other gynecological care for women with HIV disease;

(B)  to train the faculty of schools of, and graduate departments or programs of, medicine, nursing, 
osteopathic medicine, dentistry, public health, allied health, and mental health practice to teach health 
professions students to provide for the health care needs of individuals with HIV disease;

(C)  To develop and disseminate curricula and resource materials relating to the care and treatment 
of individuals with such disease and the prevention of the disease among individuals who are at risk of 
contracting the disease; and

(D)  to develop protocols for the medical care of women with HIV disease, including prenatal 
and other gynecological care for such women.
(2)  PREFERENCE IN MAKING GRANTS.—In making grants under paragraph (1), the Secretary shall give 

preference to qualifi ed projects which will—
(A)  train, or result in the training of, health professionals who will provide treatment for minority 

individuals with HIV disease and other individuals who are at high risk of contracting such disease; and
(B)  train, or result in the training of, minority health professionals and minority allied health 

professionals to provide treatment for individuals with such disease.
(3)  APPLICATION.—No grant or contract may be made under paragraph (1) unless an application is 

submitted to the Secretary in such form, at such time, and containing such information, as the Secretary may 
prescribe.
(b) DENTAL SCHOOLS.—

(1)  IN GENERAL.—
(A)  GRANTS.—The Secretary may make grants to dental schools and programs described in 
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subparagraph (B) to assist such schools and programs with respect to oral health care to patients 
with HIV disease.

(B)  ELIGIBLE APPLICANTS.—For purposes of this subsection, the dental schools and programs 
referred to in this subparagraph are dental schools and programs that were described in section 
777(b)(4)(B) as such section was in effect on the day before the date of the enactment of the Health 
Professions Education Partnerships Act of 1998 (Public Law 105—392) and in addition dental 
hygiene programs that are accredited by the Commission on Dental Accreditation.
(2)  APPLICATION.—Each dental school or program described in section the section referred to in 

paragraph (1)(B)20 may annually submit an application documenting the unreimbursed costs of oral health 
care provided to patients with HIV disease by that school or hospital during the prior year.

(3)  DISTRIBUTION.—The Secretary shall distribute the available funds among all eligible applicants, 
taking into account the number of patients with HIV disease served and the unreimbursed oral health care 
costs incurred by each institution as compared with the total number of patients served and costs incurred by 
all eligible applicants.

(4)  MAINTENANCE OF EFFORT.—The Secretary shall not make a grant under this subsection if doing so 
would result in any reduction in State funding allotted for such purposes.

(5)  COMMUNITY-BASED CARE.—The Secretary may make grants to dental schools and programs 
described in paragraph (1)(B) that partner with community-based dentists to provide oral health care 
to patients with HIV disease in unserved areas.  Such partnerships shall permit the training of dental 
students and residents and the participation of community dentists as adjunct faculty.
(c) AUTHORIZATION OF APPROPRIATIONS.—

(1) SCHOOLS; CENTERS—For the purpose of grants under subsection (a), there are authorized to be 
appropriated such sums as may be necessary for each of the fi scal years 2001 through 2005.

(2)  DENTAL SCHOOLS.—
(A)  IN GENERAL.—For the purpose of grants under paragraphs (1) through (4) of subsection 

(b), there are authorized to be appropriated such sums as may be necessary for each of the fi scal 
years 2001 through 2005.

(B)  COMMUNITY-BASED CARE.—For the purpose of grants under subsection (b)(5), there 
are authorized to be appropriated such sums as may be necessary for each of the fi scal years 2001 
through 2005.

Footnotes
1 This title was added by Public Law 101—381.  Section 2 of that Public Law provides as follows:  “It is the purpose of this Act to 

provide emergency assistance to localities that are disproportionately affected by the Human Immunodefi ciency Virus epidemic and to make 
fi nancial assistance available to States and other public or private nonprofi t entities to provide for the development, organization, coordination 
and operation of more effective and cost effi cient systems for the delivery of essential services to individuals and families with HIV disease.”.

2 Citations in brackets are to the corresponding sections within 42 U.S.C.A..
3 The mention of the year 1998 is so in law.
4 The mention of the year 1998 is so in law.
5 The superfl uous comma is so in law. See the amendment made by section 3(b)(4)(B)(i) of Public Law 104-146 (110 Stat. 1351).
6 The superfl uous comma is so in law.  See the amendment made by clause (iii) of the second subparagraph (C) of section 3(b)(4) of 

Public Law 104-146 (110 Stat. 1352).
7 Section 8(a) of Public Law 104-146 (110 Stat. 1372) conditions the receipt of grants under part B upon a state’s taking “administrative 

or legislative action to require that a good faith effort be made to notify a spouse of a known HIV-infected patient that such spouse may have 
been exposed to the human immunodefi ciency virus and should seek testing.”

8 Section 503(b) of Public Law 106-345 provides that “[t]he fi rst paragraph (2) of section 3(c) of the Ryan White CARE Act Amendments 
of 1996 (Public Law 104-146; 110 Stat. 1354) is amended in subparagraph (A)(iii) by striking ‘by inserting the following new paragraph:
’ and inserting ‘by inserting before paragraph (2) (as so redesignated) the following new paragraph’.”  This amendment corrected ambiguous 
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language in Public Law 104-146 that made the placement of paragraph (1) unclear.
9 The word “section” probably should appear before “2615”. Section 12(c)(3) of Public Law 104-146 (110 Stat. 1373) provides that 

subsection (b)(3)(B)(iv) is amended by inserting “section” before “2615”, but the amendment cannot be executed because the term “2615” 
does not appear in paragraph (3)(B)(iv).  The term formerly did appear in such paragraph, but former paragraph (3) was redesignated as 
paragraph (4) by section 3(c)(4)(B) of such Public Law (110 Stat. 1355).

10 The comma is so in law.  See section 417(2) of Public Law 105-392 (112 Stat. 3591).
11 Paragraph (1) was struck by section 3(c)(5)(A) of Public Law 104-146 (110 Stat. 1355).
12 Section 212 of Public Law 106-345 provides “(b) SPECIAL FUNDING RULE FOR FISCAL YEAR 2001-- (1) IN GENERAL.--If for 

fi scal year 2001 the amount appropriated under paragraph (2)(A) of section 2625(c) of the Public Health Service Act is less than $14,000,000-
- (A) the Secretary of Health and Human Services shall, for the purpose of making grants under paragraph (1) of such section, reserve from 
the amount specifi ed in paragraph (2) of this subsection an amount equal to the difference between $14,000,000 and the amount appropriated 
under paragraph (2)(A) of such section for such fi scal year (notwithstanding any other provision of this Act or the amendments made by this 
Act);  (B) the amount so reserved shall, for purposes of paragraph (2)(B)(i) of such section, be considered to have been appropriated under 
paragraph (2)(A) of such section; and (C) the percentage specifi ed in paragraph (2)(B)(iv)(I) of such section is deemed to be 50 percent.  (2) 
ALLOCATION FROM INCREASES IN FUNDING FOR PART B.--For purposes of paragraph (1), the amount specifi ed in this paragraph is 
the amount by which the amount appropriated under section 2677 of the Public Health Service Act for fi scal year 2001 and available for grants 
under section 2611 of  such Act is an increase over the amount so appropriated and available for fi scal year 2000.”

13 The use of the abbreviation is so in law.  See Section 401(d) of Public Law 106-345.
14 Section 401(f) of Public Law 106-345 provides that “Section 2671 of the Public Health Service Act (42 U.S.C. 300ff-71) is amended 

in subsection (j) (as redesignated by subsection (e)(1) of this section) by striking ‘fi scal years 1996 through 2000’ and inserting ‘fi scal years 
2001 through 2005.’”  The amendment cannot be executed because subsection (j) as redesignated by subsection (e)(1) of Section 401 does not 
contain the language to be deleted.

15 The mention of the years 1991 through 1995 is so in law.
16 The mention of the years 1991 through 1995 is so in law.
17 The placement of subsection (b) is according to the probable intent of Congress.  Paragraph (2) of Section 413 of Public Law 106-345 

provides that Section 2675 be amended “by redesignating subsections (b) and (c) as subsections (c) and (d), respectively.”  Paragraph (3) of 
Section 413 of Public Law 106-345 further provides that a new subsection (b) be inserted “after subsection (b).”

18 Section 11 of Public Law 104-146 (110 Stat. 1373) provides as follows:
“Notwithstanding any other provision of law, the total amounts of Federal funds expended in any fi scal year for AIDS and HIV activities 

may not exceed the total amounts expended in such fi scal year for activities related to cancer.”
19 The mention of the years 1991 through 1995 is so in law.
20 So in law.  Section 402(b) Public Law 106-345 provides that “Section 2692(b) of the Public Health Service Act (42 U.S.C. 300ff-

111(b)) is amended . . . (2) in paragraph (2) by . . . inserting ‘the section referred to in paragraph (1)(B)’”, but does not strike the word 
“section” that appears before the new language.
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Introduction

The Division of Service Systems (DSS) within HRSA’s HIV/AIDS Bureau (HAB) administers 
Title I and Title II of the Ryan White CARE Act. DSS has responsibility for the following programs 
for persons living with HIV disease (PLWH):

• Title I formula and supplemental grants for eligible metropolitan areas (EMAs) with the highest 
number of AIDS cases. In Fiscal Year 2002, 51 EMAs received Title I grants.

• Title II formula and discretionary funds for States and territories. Title II services are funded 
under fi ve program areas: consortia, home- and community-based care, insurance continuity, 
medications through AIDS Drug Assistance Programs (ADAP), and State direct services.

Title II Project Offi cers

Each Title II grant has an assigned project offi cer that is located in the HRSA regional fi eld 
offi ces. Title II project offi cers have the same functions as the Title I project offi cers. An AIDS Drug 
Assistance Program (ADAP) specialist at HRSA/HAB is assigned to each state as well, and monitors 
program issues related to ADAP.

Title I Project Offi cers

Each Title I EMA has an assigned project offi cer in DSS. The role of the project offi cer is to:

• Be the primary contact between grantees and DSS.

• Facilitate the exchange of information needed by grantees, planning councils or other Title I 
representatives that directly affect the implementation and administration of Title I programs. 
This information may relate directly to grantee roles and responsibilities, planning council roles 
and mandated functions, and service provider issues such as reporting requirements.

3 Section I

Division of Service Systems
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• Monitor and document programmatic performance to ensure compliance with legislative 
requirements through monthly calls with the grantee and planning council; conducting site 
visits; reviewing grantee specifi c submissions such as grant applications, conditions of award, 
grievance procedures, carry-over requests, bylaws, needs assessments and comprehensive 
plans.

• Identify and respond to specifi c technical assistance needs of EMAs, grantees and planning 
councils. The project offi cer is the point of contact to coordinate the request to begin technical 
assistance.

• Maintain a summary of major grantee key program accomplishments and challenges.

• Represent the concerns/perspectives of grantees in HRSA/HAB initiatives.
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Introduction

CARE Act grantees can obtain technical assistance (TA) from the HIV/AIDS Bureau (HAB). 
Assistance focuses on implementing CARE Act requirements in order to improve health care 
access and quality of life for persons living with HIV disease (PLWH). TA is defi ned by HRSA/HAB as 
identifying needs and delivering program and technical support to the CARE Act community for 
their planning and primary care service delivery systems.

Legislative Background

CARE Act provisions related to Title II training and technical assistance are as follows:

Section 2603 (a)(3)(D)(iii) requires the Secretary to “reserve amounts to make grants and 
provide technical assistance to States and eligible areas with respect to obtaining data on cases of 
HIV disease to ensure that data on such cases is available from all States and eligible areas as soon 
as is practicable but not later than the beginning of fi scal year 2007.”

Section 2619 requires the Secretary to “provide technical assistance in administering and 
coordinating the activities authorized under section 2612 [the Title II grant], including technical 
assistance for the development and implementation of statewide coordinated statements of 
need.”

4 Section I

Technical Assistance for CARE Act 
Grantees and Planning Bodies
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HRSA/HAB Technical Assistance

Purpose and TA Topics
TA assists programs. It is not intended to do the actual work of the grantee. TA priorities include:

• Legislative/program requirements (e.g., planning, needs assessment, consumer involvement)

• Treatment and adherence

• Capacity development

• Access to care for underserved individuals

• Outcomes evaluation

• Data collection

• Health care delivery/managed care, and

• Identifi cation of best practices.

Other priorities are identifi ed in response to evolving needs. Examples of TA topics include:

• Access to care

• Adolescent development

• Case management

• Comprehensive planning

• Confl ict of interest

• Cultural competence

• Evaluation and outcome measures

• Fiscal/program management

• Grievance procedures

• Managed care

• Management information systems

• Needs assessment

• Planning council/consortium development

• PLWH participation

• Primary care

• Quality management programs

• Treatment guidelines, and

• Unit cost development.
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How TA is Provided
TA and training activities to support CARE Act programs are directed by HAB’s Division of 

Training and Technical Assistance (DTTA). They include on-site TA, written TA products (e.g., 
manuals, reports), and special initiatives (e.g., conferences, conference calls). TA is delivered 
through the following channels:

• HRSA/HAB Project Offi cers. In day-to-day interaction with grantees, project offi cers assess 
TA needs and respond accordingly. Project offi cers can either provide direct TA to grantees 
and planning bodies (such as training sessions or site visits) or serve as the contact point in 
securing TA to address their needs.

• Technical Assistance Contract (TAC). The TAC is a project used by HAB to provide an array 
of TA services to CARE Act grantees and planning bodies. Project offi cers, peers, and other 
professional consultants provide TA via on-site consultation, written TA products, and other TA 
efforts such as the HAB E-Mail newsletter, teleconferences, and meetings.

 On-site TA is provided by peers (individuals who currently work in other CARE Act-funded 
programs or are members of planning bodies) and other professional consultants. The nature 
of the TA request determines the type of consultant. The TAC maintains a roster of consultants 
to work directly with grantees. Timelines and benchmarks are used to monitor each on-site TA 
project.

 TA products available to grantees/planning bodies include manuals/TA guides, conference 
calls and follow-up call reports, and special projects. TA product ideas are identifi ed through 
ongoing feedback (e.g., national conference evaluations, project offi cer input, evaluation 
of on-site TA). The TAC develops TA products with input from HRSA/HAB staff, grantee 
representatives, PLWH, and consultants.

• Consultation Meetings. These meetings cover such topics as how to address legislative 
requirements, grants administration, and development of strategies for enhancing care 
delivery. Meetings bring together grantees, providers, representatives of professional and 
political organizations, and advocacy groups.

• AIDS Education and Training Centers. AETCs focus on provider training through regional 
and national resource centers.

• Cooperative Agreements. Through contracts with HAB, national HIV/AIDS organizations 
provide an avenue for HIV information exchange including broader dissemination of HAB 
program goals and products. These organizations also produce TA documents and assist with 
training on selected HIV care access issues.

• Special Initiatives. These efforts include national meetings with all CARE Act grantees and in-
depth exploration of care topics such as quality of programs and care, assessment of unmet 
need, palliative care, and the prevention/care interface.

• Interagency Agreements. These partnerships promote Federal HIV TA coordination across the 
fi elds of prevention, substance abuse, and mental health, among others.
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Evaluation of TA
HAB evaluates TA against measurable outcomes and objectives. Evaluation examines 

grantee satisfaction with the TA and systems change that occurs because of the TA. Evaluation is 
conducted during and immediately after the delivery of TA and approximately six months after it 
has concluded. This includes written and telephone-interview follow up.

How to Obtain TA
To obtain more information about TA, contact your HAB project offi cer or call DTTA at 301-443-

9091. A list of TA products is available on the HRSA/HAB web page at http://hab.hrsa.gov. You can 
download materials or order copies by calling the HRSA Information Center at 888-ASK-HRSA.
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Introduction

Contract monitoring includes both program monitoring (i.e., assessing the quality and 
quantity of services provided) and fi scal monitoring (assessing how effi ciently and appropriately 
funds are used). Contract monitoring processes should be based on obligations as outlined in a 
written contract and responsibilities as outlined in a Memorandum of Understanding (MOU) or 
Memorandum of Agreement (MOA). Under Title II, contract monitoring is the responsibility of the 
State grantee. In some cases, this is delegated to a consortium lead agency.

In cases where consortia are responsible for dispersing Title II funds, a grantee may delegate 
some of its authority to monitor subcontracts to a lead agency within a consortium. Such 
arrangements require a MOU/MOA or a specifi c contract requirement that specifi es methods, 
sets deadlines, and assigns responsibility for the monitoring activities. Grantees must be careful to 
avoid confl icts of interest when assigning tasks related to program and fi scal monitoring, including 
the involvement of lead agencies that are also contracted service providers. Contracted providers 
have an inherent confl ict of interest when they are involved in monitoring their own contracts.

Just as Title II programs vary, so do their contractors. Some contractors are large and well 
established while others are new and inexperienced. While there is no one, right way to monitor 
Title II contracts, a strong monitoring program includes a core of basic components that can be 
tailored to specifi c situations. Creating and operating a contract monitoring program requires 
understanding of the following:

• Program and fi scal monitoring activities and how they differ from evaluation

• What to have in place before a monitoring program begins

• Key actors and their roles

• Kinds of administrative tools that should be developed for contract monitoring, and

• Corrective measures to use when providers fail to meet minimum expectations.

1 Section II

 Contract Monitoring
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Legislative Background

Contract monitoring can serve as a primary mechanism for documenting grantee compliance 
with multiple CARE Act requirements, including the following:

• Priority for women, infants, children and youth, Section 2611(b)

• Administrative caps for fi rst-line entities, Section 2618(b)(4)

• HIV disease status, Section 2616b

• Imposition of charges for services, Section 2617(c)

• Payer of last resort, Section 2617(b)(6)(F)

• Provision of outreach to low income individuals, Section 2617(b)(6)(B)

• Maintaining appropriate relationships with points of access, Section 2617(b)(6)(G)

Program and Fiscal Monitoring

Contract monitoring includes 
interdependent areas: program monitoring 
and fi scal monitoring.

Program monitoring means assessing 
the quality and quantity of the services being 
provided by a particular contractor. For the 
Title II staff, program monitoring should 
include reviewing program reports, conducting 
site visits, and reviewing client records or 
charts. Staff responsible for monitoring 
contracts generally require providers to report 
the number of clients served, the types of 
services offered, and any barriers or problems 
associated with delivering services.

Fiscal monitoring means assessing how 
effi ciently a contractor uses the CARE Act 
funding it receives and whether funds are used 
for approved purposes. With effective fi scal 
monitoring, States track the timely expenditure 
of Title II funds. This type of monitoring 
includes regular review and assessment 
of contractors’ expenditure patterns and 
processes to ensure adherence to Federal, 
State, and local rules and guidelines on the use 
of CARE Act funds.

CONTRACT MONITORING 
VERSUS EVALUATION

Though many methods used in program 
and fiscal monitoring are the same 
as those used in program evaluation, 
these activities are distinct. Contract 
monitoring is concerned with oversight 
of use of funds and accomplishment 
of activities as outlined in program 
contracts. Evaluation is similar in that 
it can also focus on documentation of 
program accomplishments. However, 
evaluation also assesses the impact 
of programs on clients by examining 
delivery of services and outcomes 
attributable to service efforts. 
Contract monitoring cannot typically 
provide this type of information.
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Examples of how program monitoring and fi scal monitoring may be linked are as follows:

• Many States or lead agencies require program reports to accompany reimbursement invoices 
in order for payments to be processed

• Title II grantees require both fi scal and program information to reimburse providers on a unit 
cost basis

• Site visits to funded providers commonly include a program audit and a fi scal audit.

Establishing a Contract Monitoring System

Grantees should ensure, up front, that contractors understand how the grantee plans to 
monitor contracts. The grantee may want to outline the contract monitoring process before 
contracts are signed. In some cases, grantees may prefer to develop a process jointly with 
contractors after contracts are up and running. For example, implementing a peer review process 
for contractor staff would require joint planning.

A complete contract monitoring system includes these key elements, each of which should be 
in place before a contract monitoring program begins:

• Roles of funders and contractors clearly specifi ed

• Written contract

• Memorandum of Understanding or Memorandum of Agreement (MOU/MOA)

• Approaches for effective contract monitoring, and

• Plans for corrective actions and/or remedial steps.

Each of these is described below.

Roles of Funders and Contractors
The CARE Act links funders and contractors in a collaborative effort to ensure the quality, 

quantity, effectiveness, and appropriateness of services for people living with HIV disease (PLWH). 
Clear expectations and conditions help facilitate cooperative solutions to problems. Therefore, 
contract monitoring roles for funders and contractors should be clearly specifi ed.

The Grantee
The grantee retains ultimate accountability to HRSA for all contracts awarded through its Title 

II program. The grantee determines the personnel on the monitoring team and the nature and 
extent of each person’s involvement.

The grantee will designate a person or team to review fi scal and program reports, conduct 
site visits, interact on an ongoing basis with contracted providers, and implement remedial 
steps or corrective action if necessary. A grantee may distribute monitoring functions across its 
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organization. For example, fi scal monitoring activities are frequently handled by a different person, 
team, or even division within a health department than program monitoring activities.

Lead Agencies
A grantee may decide to share some of its monitoring responsibilities with a local lead agency 

in a regional consortium. This decision belongs only to the grantee and may depend on the ability 
of a lead agency to fulfi ll the monitoring requirements.

Some grantees require lead agencies to collect and consolidate program reports from all the 
subcontractors within their jurisdiction. Fiscal monitoring processes may also be conducted at 
the lead agency level. Any arrangement where lead agencies take on some aspect of the contract 
monitoring process should be spelled out clearly in a MOU/MOA (see below).

Providers
The primary role of providers in a contract monitoring process is to submit program and 

fi scal reports to the monitoring agent (usually the grantee or lead agency) in a timely manner. 
Again, a strong contract monitoring process should be viewed as a collaborative effort in which 
the monitoring agent and contracted provider cooperate to assure the highest quality of services 
funded by Title II.

A second role of providers may be to ensure that their staff members participate in a peer 
review process at the request of the grantee (see below, “Approaches for Effective Contract 
Monitoring”).

The Written Contract
A written contract describes the obligations of both the funder and the contractor in providing 

services to PLWH. It is sometimes incorrectly assumed that local application guidance, standards 
of care, written responses to Requests for Proposals (RFPs), and other such documents provide 
suffi cient expectations against which a provider can be assessed. The missing piece in this 
approach—the written and signed contract—brings together the many expectations outlined in 
a range of sources and makes them contractual.

The grantee must be careful to obligate funding only through signed, written contracts. 
Following are examples of items that might appear in a signed, written contract.

Administrative Provisions. Administrative provisions are processes and parameters tied to a 
contract. Such provisions may specify a budget modifi cation process; procedures for changing the 
scope of work, mid-contract; method of payment; and duration of the contract.

Special administrative provisions may be needed in contracts between a lead agency and its 
subcontractors, such as a time-line for service delivery or a condition of approval from the Title II 
grantee. Additionally, a lead agency may, in the written contract with the grantee, identify and 
retain its authority to reallocate unexpended funds.

Operating Budget. The written contract should include a budget that establishes the fi nancial 
obligation of the funder. A budget can set the funder’s maximum obligation, even when the 
provider draws funds down from a pool, based on fee-for-service or unit cost accounting systems.

If the provider is using multiple funding streams to support a particular service, the budget 
should clearly indicate the other funding sources and specify within the contract which line items 
are supported by each funding source.
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Fiscal Assurances. Fiscal assurances include policies, limits, or requirements regarding 
fi nancial controls; independent audits; allowable expenditures; funding of last-resort requirements; 
administrative costs; liability/risk insurance; collections from third party payers; and other fi scal 
matters. In a written contract, fi scal assurances should be spelled out in a manner that ensures 
each party’s ability to satisfy Federal, State, and local regulations.

Program Assurances. The funder may require contractors to follow policies on record 
maintenance, client confi dentiality, standards of care, or client eligibility restrictions and 
protections. Also, a written contract should include a commitment to follow HRSA and State 
program policies.

Staffi ng Patterns. When a service provider is newly established, staffi ng patterns can 
determine a program’s success. Particularly where funders wish to build new capacity in a 
service category, a written contract may require that specifi c staff positions be fi lled by qualifi ed 
individuals and by a stated deadline.

Scope of Work. The activities to be performed by the contractor, the scope of work, must be 
outlined in the contract. The scope of work can be written in a number of ways, including sub-
sections on goals, objectives, workplan, time-lines, and deliverables.

The scope of work must include clear expectations for the provider as to how the work will 
be assessed. Funders must clearly describe what they will consider a successful or unsuccessful 
implementation of a program to ensure that contractors document the program with the 
appropriate and necessary information.

Reporting Requirements. Every Title II contract, whether administered by a State grantee or 
a regional lead agency, must include expectations about using the CARE Act Data Report (CADR) 
or client-level data collection to report demographic and utilization fi gures in each of the service 
categories being funded. Without this obligation contractually in place, the State may be unable 
to meet its requirement to complete the HRSA CADR. (More information about CADR is included 
in this Manual.)

Contracts should spell out how often and on what dates reports are due. In addition to 
the reports for CADR or client-level reporting, contracts should require monthly or quarterly 
expenditure reports to ensure that funds are being spent in the community in an effi cient manner. 
Regular expenditure reports will help funders anticipate need for reallocation of funds, such as in 
cases where a contractor is spending erratically. Finally, local and State guidelines for HIV/AIDS 
surveillance may present additional reporting obligations for providers; these may be included in 
the written contract.

Corrective Actions. Funders may include a description of corrective actions that may be 
taken if contractual obligations are not met. Corrective actions stated in a written contract should 
leave considerable room for informal intervention long before the contract gets to the worst-case 
scenario. (For more information on the range of corrective actions that can be taken, see below, 
“Plans for Corrective Actions and/or Remedial Steps.”)

Appeal. The contract should describe a method that will be followed by the lead agency or 
the grantee if a provider wishes to appeal any corrective action that has been taken.
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Memorandum of Understanding or Memorandum of Agreement
A Memorandum of Understanding or Memorandum of Agreement (MOU/MOA) typically 

addresses more than the contract monitoring process. It is usually developed among the 
parties that are involved in any stage of planning, oversight, contract monitoring, evaluation, 
or administration of services. In Title II programs, these parties may include the grantee, a lead 
agency, a consortium, and any others that have an offi cial role relating to Title II service contracts.

The MOU/MOA clarifi es local duties in all areas related to the contracts in question. The 
document spells out how the relationships between decision makers will be governed. Again, 
because of the enormous diversity across Title II programs, what works in one region may not 
work in another.

The MOU/MOA should provide detailed descriptions of the following:

Parties. The MOU/MOA should name the individuals or organizations entering into the 
agreement.

Contracts. The MOU/MOA should stipulate the number and type of contracts covered by the 
agreement.

Scope. The scope and purpose of each contract covered by the agreement should be 
described. If the agreement covers contracts and activities beyond Title II, such as CDC, HOPWA, 
Medicaid, or other programs, the MOU/MOA should identify specifi cally which provisions apply to 
Title II and which do not.

Duration. The MOU/MOA should specify how long the agreement will be in place.

Roles. The MOU/MOA should identify those responsible for specifi c activities and provide 
a time-line for delivery of services or obligations. The MOU/MOA should specify responsibilities 
for any activities that require extensive collaboration among a number of parties, such as the 
Statewide Coordinated Statement of Need (SCSN). (See the SCSN chapter in this Manual for more 
detail.)

Costs. If any costs are to be accrued, the MOU/MOA should describe how they are allocated 
and the means of paying them.

Approaches for Effective Contract Monitoring
Grantees should use the monitoring process to reinforce and underscore mutual obligations 

between funder and provider. Effective contract monitoring involves the contractor in a 
constructive, interactive process of feedback on how the contract obligations are being met. 
A rigid, one-way process that looks only for fl aws in provider performance runs the risk of 
undermining trust and communication between funder and contractor. Clarity and courtesy 
should guide the funder’s approach to contract monitoring. For example, funders should give 
advance notice before site visits are made and supply the provider with a checklist of items to be 
reviewed during the visit. The items to be reviewed should follow directly from the obligations 
outlined in the provider’s original contract.
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Ongoing program expenditures 
and staffi ng requirements may be 
assessed soon after a contract begins. 
However, monitoring of program 
performance should be delayed until 
programs have become established 
enough to provide suffi cient data.

While grantees should use 
consistent contract monitoring 
methods for all funded providers, the 
methods should be fl exible enough 
to address particular monitoring 
needs in different grantee/provider 
relationships. For example, while 
newly established programs may need more oversight of their fi scal accountability, program 
infrastructure, and staffi ng patterns, established programs may be monitored with more focus on 
performance and output.

Following is a discussion of the many approaches grantees can use as they monitor their 
contractors. While a successful monitoring effort will include a number of methods, funders should 
attempt to limit the time and resources required of contractors to meet their reporting obligations. 
Any single monitoring method is only as good as the accuracy of the information reported or 
collected. Mixing several types of monitoring activities into the process may help grantees and 
lead agencies verify the accuracy of information.

Disbursement of Funds and Budget Tracking
Grantees should tailor their disbursement strategy to the type of contract being funded and to 

State and local rules. Title II is a cost-reimbursement program.

Line item budgets can be tracked easily if contractors use a monthly disbursement method 
in which invoices, receipts, and up-to-date budget statements are submitted at one time. Unit 
cost contracts may require submission of monthly utilization statistics to provide justifi cation for 
monthly disbursement.

Grantees should set up a system to track actual provider expenditures against contractual 
budgets to assess whether funds or any line items are being under- or over-spent at any point 
during the fi scal year. Problems with a contractor underspending its allocation may only appear 
over the course of several months. Problems typically occur at the beginning and the end of fi scal 
years.

Program Reports
Grantees may require contractors to submit monthly and/or quarterly utilization reports.

Monthly reports are recommended in unit cost contracts in which the level of monthly 
disbursement depends on the utilization rate of the service being provided. HAB/DSS requires 
States to submit an annual CADR to document clients served and the services provided through 
Title II funds. The CADR aggregates this information from contractors using the Uniform Reporting 
System (URS), a summary of client demographic and service utilization.

USE CONTRACT MONITORING 
PROACTIVELY

An effective contract monitoring process 
will discover deficiencies while they 
are still reversible so that technical 
assistance or additional support can be 
offered to prevent further problems.
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Reports typically include information on the location and demographics of clients served, 
number of completed service units, percentile of completed objectives, staffi ng and program 
changes, successes, failures, technical assistance needs, and plans for quality improvement. When 
reported service delivery drops below a prescribed level, grantees should negotiate some form of 
corrective action. Grantees can use URS data to help assess whether target communities are being 
reached adequately by contractors.

Quality Assurance
In the context of contract monitoring, quality assurance focuses on contractor compliance 

with a set of standards taken directly from the written contract and compiled in a quality 
assurance checklist.

A quality assurance checklist can be developed by contractors to use as a self-assessment 
tool or by grantee staff to use during periodic reviews or site visits. The checklist may ask 
for information on fi scal controls, independent audit requirements, standards of care, client 
confi dentiality provisions, and staffi ng patterns.

Quality management reviews, based on a quality assurance checklist, underscore the 
importance of the provisions of the written contract and help the contractor identify areas for 
improvement. (See the quality management chapter in this Manual for more information.)

Agencies with enhanced computer capabilities can track the results of quality assurance 
reviews as part of their everyday data collection process.

Site Visits
Provider site visits are another way that grantees can monitor their contracts. If contractors are 

not asked to fi ll out a quality assurance checklist prior to the site visit, grantee staff may want to 
use such a tool during the visit to ensure that each contractual obligation is reviewed in suffi cient 
detail. A site visit might include staff interviews, observation of services, a facility tour, and a review 
of documentation relating to the following aspects of contractor operations:

• Fiscal management system

• Staff licenses

• Insurance policies

• Client enrollment

• Client confi dentiality protections

• Adherence to program and fi scal policies, and

• Data collection procedures.

In large programs with multiple staff positions, the site visit monitor may want to review time 
and attendance records, and interview staff at all levels including administrators, front-line staff, 
and support staff. A facility tour may address physical access issues. A review of documentation 
can include as wide a range of information as is needed to satisfy local, State, and Federal 
contracting regulations.
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Peer Review
The peer review method involves peer colleagues in the contractor organization who engage 

in a structured review of the program being monitored. This method is best used to assess 
individual staff performance in case management and other programs that depend heavily on the 
quality of staff outputs.

Professional peer review offers benefi ts to both the reviewer and the entity being reviewed. 
In the preparation stage, the reviewer has an opportunity to renew her understanding of grantee 
expectations and performance standards. The reviewer then has an opportunity to learn how 
another program or individual responds to the same expectations and standards. The entity 
being reviewed may also learn about the practices of a well-informed and experienced reviewer. 
Following their involvement in a peer review process, both the reviewer and the entity being 
reviewed may decide to adopt successful strategies used by the other. A well-run peer review 
program can enhance collegiality and cooperation among contractors.

Client Chart Reviews
Client chart reviews can be conducted to assess a provider’s performance with respect to 

standards of care and record-keeping requirements. The chart review typically involves on-site 
data collection by a monitoring team and is followed by data analysis. This kind of monitoring can 
be expensive, since it requires staff to spend considerable time designing an approach, collecting 
and analyzing data, and reporting on fi ndings. It can be particularly worthwhile, however, when 
detailed and reliable client-level assessments are needed. Some States have developed chart review 
questionnaires to aid in the process.

Plans for Corrective Actions and/or Remedial Steps
When problems with a contractor become apparent, grantees must undertake some form of 

corrective action. Grantee staff and the provider generally meet fi rst to discuss specifi c problems. 
Indicators for corrective action include the following:

• Under- or over-spending

• Improper invoicing

• Failure to meet program goals and objectives

• Repeated staff turnover and vacancies

• Missing or incomplete client records

• Failure to make reports in a timely manner

• Failure to appropriately serve an eligible client, and

• A variety of budget or workplan failures.

Grantees should have in place a graduated corrective action plan so that a number of informal 
mechanisms are available before formal approaches are necessary. The fi rst priority is to assure 
that technical assistance (TA) is available to contractors. Grantee staff may prompt a request for 
TA by informing the contractor of problems verbally and then in writing if necessary. Written 
communications can be sent to a contractor in draft form, to avoid making the issue a matter of 
permanent record. If informal efforts fail and formal mechanisms are necessary, the graduated 
approach should continue to be used before termination of the contract is necessary.

The grantee should have grievance procedures in place to resolve such disputes as quickly as possible.
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Technical Assistance
Technical assistance (TA) programs provide contractors with resources to aid in the 

development or compliance of their programs. On-site TA is typically provided by peer and other 
professional consultants with specifi c experience in assisting, training, or guiding contractors 
through Title II requirements. Local Title II programs may also develop TA documents. HAB/DSS 
provides Title II grantees with a number of such documents, such as this manual, which can also 
be used by consortia, lead agencies, and contractors.

TA is most effective when it has been requested by the contractor. At a minimum, TA should 
be acceptable to the contractor before any large-scale effort is undertaken. Signifi cant time and 
money may be wasted if the intended recipient will not accept outside help.

Conditions of Award/Contract Remediation Plan
If a contractor does not accept TA, even while obligations are not being met, the grantee or 

lead agency can issue Conditions of Award. Issuing a condition of award is a way of repeating 
obligations set forth in the original contract. The conditions should include a clear statement of 
the obligations that are not being met and a timetable for making a correction. This approach 
may convince a contractor to accept TA that was resisted in the past. Conditions of award usually 
do not require acceptance of technical assistance; the contractor may continue to work without 
assistance. The conditions are, however, a warning sign to the contractor that funding may be 
suspended or terminated if action is not taken.

The contract remediation plan combines the “Conditions of Award” with a TA plan. The plan 
can be mandated by the grantee or mutually agreed upon by the grantee and the contractor. 
In any case, it is a signed, dated document specifying the steps and timetable by which the 
contractor must come into compliance.

Suspension, Reallocation or Termination of Funding
Any action with respect to funding must be preceded by extensive documentation of the 

contractor’s compliance problems. Documentation should include the following:

• Full description of the problems

• Summary of the informal and formal steps that were taken to address the problems, and

• Relevant supporting documents such as memos, reports, and evaluations.

Funding can be suspended or reallocated without full termination of a contract. In cases where 
the contractor has been unable to spend its full award within the performance period, the grantee 
may reallocate the funding to another contractor. In some cases, the grantee may direct the 
consortium to reallocate funding according to identifi ed service needs. If underserved populations 
with severe need will be put at greater risk through termination of a contract, the grantee may 
consider only partial reallocation as a way to retain infrastructure in the area. Efforts at building 
contractor compliance and accountability may extend over a number of years or contract periods.

All contractors should have the right to appeal decisions regarding suspension, reallocation, 
or termination of funding. The initial phases of an appeal process should be handled at the lead 
agency level. Further appeals should ascend to the grantee offi ce.
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Introduction

The CARE Act requires Title II grantees to maintain State expenditures for HIV-related activities 
at a level equal to the 1-year period preceding the fi scal year (FY) for which the grantee is applying 
to receive a Title II grant. In order to receive a Title II award, States must comply with maintenance 
of effort requirements, which include: a signed assurance that maintenance of effort has been 
maintained, a description of a consistent data set of local government expenditures for two 
previous years, and methodologies for calculating maintenance of effort expenditures.

To demonstrate compliance with this provision, States must maintain adequate systems for 
consistently tracking and reporting on HIV-related expenditure data from year-to-year. Grantees 
are accountable to ensure that Federal funds do not supplant State spending but instead expand 
and enrich HIV-related activities. These requirements resulted from an audit conducted by 
the Offi ce of the Inspector General (OIG), Department of Health and Human Services (HHS), 
which recommended that the Health Resources and Services Administration (HRSA) require a 
more detailed written accounting of how CARE Act grantees meet the maintenance of effort 
requirement.

This chapter describes the responsibilities of States regarding maintenance of effort:

• What data must be consistently reported year to year

• What consistency means

• What methodologies may be used, and

• How maintenance of effort will be monitored by HRSA’s HIV/AIDS Bureau (HAB), Division of 
Service Systems (DSS) and HRSA/HAB’s Grants Management Branch (GMB).

2 Section II

Maintenance of Effort
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Legislative Background

Section 2617(b(6)(E) of the CARE Act defi nes the Title II maintenance of effort requirement as 
follows: “the State will maintain HIV-related activities at a level that is equal to not less than the 
level of such expenditures by the State for the 1-year period preceding the fi scal year for which the 
State is applying to receive a grant….”

Defi nitions

Consistent  Remaining unchanged. A consistent data set has the same elements listed from 
year to year, although there may be instances where changing needs result in 
new data elements replacing older ones. 

HIV-related  A spectrum of categorical or specifi cally identifi ed HIV activities as defi ned
Activities  by HRSA/HAB, with concurrence from the Offi ce of the General Counsel. 

Examples include outpatient ambulatory care and treatment, inpatient care, 
case management, prevention, surveillance, and research activities. 

In-kind   Non-cash contributions that an EMA or State may provide to support 
contributions  HIV-related activities. These non-cash contributions must be fairly valued and 

may include plant equipment, or services.

HAB/DSS Expectations

Title II funds are not intended to be the sole source of support for HIV care and treatment 
services for States. The maintenance of effort requirement is important in ensuring that CARE 
Act funds are used to supplement existing State expenditures for HIV-related care and treatment 
services and to prevent Title II funds from being used to offset specifi c HIV-related budget 
reductions at the State level.

Following are issues relating to implementation of the maintenance of effort requirement and 
concerns expressed by the OIG regarding grantee compliance with the maintenance of effort 
requirement.

Determining the Elements That Constitute Maintenance of Effort

The elements, or items, that grantees use to document maintenance of effort compliance 
are defi ned in the legislation as HIV-related activities. Grantees may choose which elements to 
include but are directed to include, at a minimum, HIV-related activities for which a line item can 
be identifi ed in the budgets and subsequent expenditure reports of State agencies. Examples of 
such identifi able line items would include State appropriations to AIDS Drug Assistance Programs 
(ADAP), State-funded HIV care and/or prevention programs, and State-funded surveillance efforts.
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Section 6-2 of the Public Health Service Grants Policy Statement indicates that when 
determining level of expenditures to be maintained, “[t]he level of effort does not include 
volunteer services or donations nor should it include expenditures of a nonrecurring nature.” 
Grantees may determine which expenditures are of a nonrecurring nature and are therefore 
excluded from maintenance of effort calculations. An example of a nonrecurring expenditure 
is a one-time infusion of funds into a State HIV program on an emergency basis, where the 
appropriations or other authorizing language clearly identifi es it as a one-time-only commitment 
by the State.

HIV-related activities to be counted, including cash and in-kind, must be allowable under the 
applicable cost principles (OMB Circular A-87, Cost Principles for State, Local, and Indian Tribal 
Governments). Such costs are subject to audit for purposes of establishing compliance with the 
maintenance of effort requirement.

Title II Grantee Documentation Requirements

The Secretary of Health and Human Services may not make a grant under Title II unless the 
grantee demonstrates compliance with the maintenance of effort requirement. Compliance means 
that the grantee must develop and maintain a written, auditable system adequate to document 
compliance. In every Title II grant application, the State must document that the maintenance of 
effort requirement has been met.

In Title II grant applications, grantees are required to:

• Sign an assurance that they are complying with the maintenance of effort requirement

• Describe the methodology developed and implemented for compiling HIV-related expenditure 
data from State agency(ies) accounting systems, and

• Report year-to-year HIV-related expenditures by the State from a data set that is used 
consistently over time, explain any changes in the data set resulting from changes in the 
purposes of HIV-related expenditures (see note, next paragraph), and document that the 
overall level of HIV-related expenditures has been maintained year-to-year for the previous two 
complete fi scal years.

NOTE: Grantee commitments to HIV/AIDS activities may cover a wide range of services, and 
the purposes to which grantees allocate resources may change over time (e.g., because of changes 
in the clinical management and service needs of those who are infected, funding for end-stage 
hospice care might be reduced or eliminated while funding was begun for “return to work” 
programs). If there are signifi cant changes in expenditure elements, or line items, documentation 
must explain the reason(s) for changes and demonstrate that the overall level of expenditures has 
been maintained year-to-year.
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Securing Maintenance of Effort Data from 
Grantee Government Agencies

Following is guidance for working with grantee government agencies to compile information 
for the maintenance of effort requirement:

• The fi scal year for reporting data should be that of the grantee.

• For documentation purposes, all communication between the grantee and grantee government 
agencies regarding maintenance of effort must be in writing or electronically documented. It is 
not acceptable to compile information by telephone without a documentary record.

• Grantees should provide written guidance to their agencies that includes the following: a time 
line for reporting expenditures that accommodates both the various agencies’ accounting 
systems and the grantee’s schedule for submission of reports to HAB/DSS; a statement that 
expenditures, not budgeted or appropriated amounts, should be reported; a statement that the 
grantee will defi ne what services constitute HIV-related activities for reporting purposes, along 
with a listing of the defi ned HIV-related activities; an explanation of the concept of consistency 
as described in this document; a statement that the methodology used by the individual State 
government agencies in calculating their HIV/AIDS expenditures must be clearly reported to the 
grantee; and a statement that State government agency methodology and expenditure data 
must be reported to the grantee in writing or electronically.

• When working with State government agencies, Title II grantees may start by defi ning HIV-
related activities as those for which a categorical HIV budget line item, and subsequent 
expenditure line item, exists. There is no expectation or requirement by HAB/DSS that grantees 
will undertake complex efforts to determine expenditure amounts where HIV line items do not 
exist (e.g., complicated mathematical exercises to quantify the portion of a public hospital’s non-
specifi c inpatient expenses).

• Grantees should review and attempt to clarify any questionable data or omission of data 
submitted by State government agencies before that information is reported to HAB/DSS.

• If State agencies refuse to comply with the request for expenditure information related to the 
maintenance of effort requirement, the grantee should inform them of the potential negative 
consequences for Title II funding and invoke the assurance signed by the Governor/Governor’s 
designee on this topic.

• Consistency (i.e., use of a consistent data set) does not mean that all grantee government 
agencies must use the same methodology but rather that an overall calculation for a State 
must be arrived at in a consistent manner over time. Grantees have wide latitude in the type of 
methodologies that may be used and still greater latitude in determining the elements that will 
be consistently included in the maintenance of effort base year and in subsequent years.

• Even though the fi nancial management systems of State agencies may vary, for consistency, 
each is expected to calculate and report expenditures for the same items from year-to-year. 
If a change is made, the State government agency must explain the change in writing to 
the grantee, and the grantee, in its documentation, must explain to HAB/DSS why a change 
occurred. An example of the kind of fundamental change in HIV/AIDS funding that should be 
accommodated might involve elimination of State funding for a category of service (e.g., hospice 
care) and the initiation of State funding or signifi cant enhancement of such funding for another 
category (e.g., laboratory tests or pharmaceuticals).
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Monitoring and Compliance

Grantees are required to assure that maintenance of effort has been fulfi lled. As described 
above, in addition to a signed assurance, grantees are required to provide a description of 
methodologies used for calculating maintenance of effort expenditures and a description of a data 
set of State expenditures that is used consistently, with data provided for the two previous years. 
An example is attached. HAB/DSS will work with grantees to ensure that proper documentation 
is submitted so that a Title II grant award can be made. If a grantee cannot comply with the 
maintenance of effort requirement, HAB/DSS must withhold the Title II grant until documentation 
is received by the Grants Management Offi cer that the requirement is met.

Instructions and Examples for Documenting Maintenance of Effort

This section briefl y describes HAB/DSS expectations around documentation of the process 
used to consistently assess maintenance of effort from year-to-year and provides examples of State 
HIV-related expenditures that are to be reported in Title II applications.

As outlined above, States have considerable latitude in deciding what to include in the 
maintenance of effort base beyond HIV-specifi c line items in agency or department budgets. 
States may not omit HIV/AIDS line items from their base unless they are identifi ed at the point of 
appropriation or authorization as non-recurring expenditures.

In deciding whether or not to include in the base expenditures elements that may not have 
an HIV-specifi c line item, grantees should consider several factors. While it is simpler to report only 
expenditures with an HIV-specifi c line item, these line items may be subject to reduction if State 
revenues decline or other pressures come to bear on the appropriations process. The somewhat 
more detailed process of devising a reasonable method for consistently estimating the percent of 
State Medicaid expenditures linked to HIV (minus the Federal share of Medicaid expenses), prison 
inmate HIV health expenditures, etc., may provide a somewhat larger and more stable base for 
year-to-year State HIV spending.

Attachment 1 below is an example of a description of a monitoring process that is consistent 
with what is expected in a State’s Title II grant application. The example illustrates reporting 
scenarios as described above. In addition to completing and submitting a Maintenance of 
Effort Table, grantees are expected to complete and attach to the form a Maintenance of Effort 
Worksheet according to the format which follows in Attachment 2 (which includes examples of 
two maintenance of effort reports). The fi rst limits the maintenance of effort base to HIV-specifi c 
line items only, and the second includes HIV-specifi c line items as well as expenditures that are 
based on reasonable estimates that can be calculated consistently on a year-to-year basis. 
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ATTACHMENT 1

Example: Description of the Maintenance of Effort Monitoring Process

The State of                              monitors maintenance of effort using the following process. 
Once adopted, personnel in the Department of Health review the State operating budget 
to identify agencies and departments with line items for HIV-specifi c activities. The Health 
Department sends letters to the comptrollers/fi scal offi cers of each identifi ed entity introducing 
the maintenance of effort provision and attaching a copy of the Assurance signed by the Governor 
(or the Commissioner of Health, if so designated). The letter requests the naming of a liaison in 
the comptroller’s offi ce and a written report of actual expenditures for the HIV line item(s) at the 
earliest possible date after the close of the State fi scal year. Health Department personnel follow-
up with each agency/department by phone to confi rm receipt of the letter and ascertain the 
name, phone number, etc. for the liaison as well as the anticipated time (month and week of the 
following year) when expenditure data will be available. A matrix of agencies/departments, line 
items, liaisons, and due dates is created and guides Health Department work throughout the year 
to assure that expenditure data essential to documenting compliance with the maintenance of 
effort provision are received and verifi ed in a timely manner. Information received is recorded and 
aggregated using the worksheets and forms developed by the Division of Service Systems at HRSA 
and submitted with the annual Title II grant application.

The State has also optionally elected to include in the maintenance of effort base two 
additional expenditure classes. We report estimated Medicaid expenditures for individuals with HIV 
disease, and expenditures on health care for inmates of the State prison system who are known 
to have HIV disease. The State Medicaid agency estimates that 4.9 percent of enrollees have HIV 
disease; total State-only Medicaid expenditures are multiplied by that factor to achieve an estimate 
of HIV-related expenditures for Medicaid. Due to the time lag in closing the books on Medicaid, 
please note that estimates are reported for YEAR and YEAR, rather than YEAR and YEAR. Similarly, 
the total health care expenditures of the State prison system were multiplied by the 11.6 percent 
of the inmate population known to have HIV disease. The resulting fi gure was then increased by 
“x” percent to approximate the higher level of health care usage these inmates would have vs. 
non-infected inmates.
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ATTACHMENT 2

Examples: Maintenance of Effort Report with Worksheets
Example 1: Maintenance of Effort Base Limited to HIV-Specifi c Line Items 

Table 3: Maintenance of Effort 

 State: Mountainland                      Report for State FYs 02 &01

 Prepared by: Johanna Q Public-Servant  Telephone: 555-555-5555  

 NOTE: Item No. refers to backup detail on attached worksheets

Item Agency/Department/ Other 
Unit of Government

   FY 02 Amount     FY 01 Amount

        1                    Health Department                             $1,360,500                       $1,330,000

        2                    Health Department                             $2,350,000                       $2,300,000

        3                    Health Department                             $175,000                           $120,000

        4                    Department of Education                     $875,000                           $300,000

        5                    Department of                                     $1,800,000                       $1,135,000
                              Corrections

        6                    Health Department                             $1,000,000                       $800,000

        7                    Department of                                     $2,438,000                       $2,400,000
                              Human Services

                             TOTALS                                             $9,998,500                       $8,385,000
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Maintenance of Effort Worksheet - Page 1 of 2

 State: Mountainland                                Report for State FYs 02 & 01
  
 Prepared by:                                         Telephone: 555-555-5555

           1    Agency/Department      Health Department                           

                  Activity                         HIV Surveillance                                

           Most recent year amount $2,350,000  Next most recent year amount $2,300,000

           Basis of amount X Actual expense  Estimate (defi ne below)

           Basis for estimate         N/A

           2    Agency/ Departments    Health Department                           

                  Activity                          HIV Care Grants to Communities                   

           Most recent year amount $2,350,000.  Next most recent year amount $2,300,000.

           Basis of amount X Actual expense  Estimate (defi ne below)

           Basis for estimate   N/A

           3    Agency/Department     Health Department                           

                  Activity                         Central lab costs (unreimbursed) for HIV and viral load tests                   

           Most recent year amount $175,000.    Next most recent year amount $120,000.

           Basis of amount X Actual expense     Estimate (defi ne below)

           Basis for estimate         N/A

           4    Agency/Department     Department of Education

                  Activity                         K-12 HIV curriculum development and implementation grants       

 Most recent year amount $875,000.   Next most recent year amount $300,000.

 Basis of amount X Actual expense  Estimate (defi ne below)

 Basis for estimate N/A
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Maintenance of Effort Worksheet - Page 2 of 2

           5    Agency/ Department     County Department of Corrections

                  Activity                          HIV-specifi c Medications

           Most recent year amount $1,800,000. Next most recent year amount $1,135,000

           Basis of amount X actual expense  Estimate (defi ne below)

           Basis for estimate         N/A

           6    Agency/Department      Health Department

                  Activity                          Supplemental State appropriations to ADA

           Most recent year amount $1,000,000. Next most recent year amount $800,000.

           Basis of amount X actual expense  Estimate (defi ne below)

           Basis for estimate         N/A

           7    Agency/Department      Department of Human Services

                  Activity                          HIV/AIDS Foster Care supplemental payments

           Most recent year amount $2,438,000. Next most recent year amount $2,400,000.

           Basis of amount X actual expense  Estimate (defi ne below)

           Basis for estimate         N/A
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EXAMPLE 2

MAINTENANCE OF EFFORT BASE

INCLUDING NON-HIV-SPECIFIC EXPENSES

                                               Maintenance of Effort Summary Report

 State:  Sealand   Report for State FYs 02 & 01

 Prepared by:                              Telephone:                                 

 NOTE: Item No. refers to backup detail on attached worksheets

Item Agency/Department/ Other 
Unit of Government

FY 02 Amount FY 01 Amount

        1                    Health Department                       $3,509,250                     $3,365,350

        2                    Department of Education               $820,000                         $820,000

        3                    Health Department                       $2,100,000                     $2,147,000

        4                    Health Department                       $1,856,000                     $1,800,000

        5                    Department of Corrections            $1,975,000                     $1,230,000

        6                    Department of Human Services      $18,230,400                   $17,037,550

        7                    Department of Corrections            $2,650,000                     $2,420,500

                             TOTALS $31,140,650                            $28,820,400
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Maintenance of Effort Worksheet - Page 1 of 2

 State: Sealand     Report for State FYs 02 &01

 Prepared by:                               Telephone:                           

           1    Agency/Department      Health Department

                  Activity      HIV/AIDS Surveillance; central lab costs; Statewide HIV hotline

           Most recent year amount $3,509,200. Next most recent year amount $3,365,350.

           Basis of amount X Actual expense  Estimate (defi ne below)

           Basis for estimate         N/A

           2    Agency/Department      Department of Education

                  Activity     Grants to local school districts for HIV prevention education

           Most recent year amount $820,000.  Next most recent year amount $820,000.

           Basis of amount X Actual expense  Estimate (defi ne below)

           Basis for estimate         N/A

           3    Agency/Department      Health Department

                  Activity       Local HIV care grants

           Most recent year amount $2,100,000. Next most recent year amount $2,147,000.

           Basis of amount X Actual expense   Estimate (defi ne below)

           Basis for estimate         N/A

           4    Agency/Department      Health Department

                  Activity        Local HIV prevention grants

           Most recent year amount $1,856,500. Next most recent year amount $1,800,000.

           Basis of amount    Actual expense X  Estimate (defi ne below)

            Basis for estimate        N/A



Section II: Grants Administration
Chapter 2: Maintenance of Effort

24 RYAN WHITE CARE ACT TITLE II MANUAL

Maintenance of Effort Worksheet - Page 2 of 2

           5    Agency/Department      Department of Corrections

                  Activity    Pharmacy-only cost for HIV medications

           Most recent year amount $1,975,,000. Next most recent year amount $1,230,000.

           Basis of amount  X Actual expense  Estimate (defi ne below)

           Basis for estimate         N/A

           6    Agency/Department      Department of Human Services

                  Activity    Medicaid expenses for people living with HIV disease

           Most recent year amount $18,230,000. Next most recent year amount $17,037,550.

           Basis of amount      Actual expense  X        Estimate (defi ne below)

           Basis for estimate         Total Medicaid expenses x 4.9% (estimated % with HIV/AIDS)        

Note: There are 1994 and 1993 data due to time lags in closing Medicaid accounts                        

           7    Agency/Department      Department of Corrections 

                  Activity     Non-pharmacy HIV health care expenditures

           Most recent year amount $2,650,000. Next most recent year amount $2,420,500.

           Basis of amount      Actual expense  X   Estimate (defi ne below)

           Basis for estimate  Total non-pharmacy  health care expenses x 11.6% (% of inmates with HIV

x 10% (to approximate higher level of HIV health care usage).
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Introduction

The CARE Act requires certain States to match their Title II grant. This—along with other 
legislative requirements like maintenance of effort—is designed to assure a concomitant level of 
State support for HIV/AIDS care.

The matching requirement applies to States with more than one percent of the U.S. AIDS cases 
reported for the two most recent fi scal years. They must match the Title II grant received (i.e., 
Title II base award, ADAP earmark, and emerging communities awards). The rate of matching is 
specifi ed in the legislation and ranges from a low of $1 for each $5 of Federal funds to a maximum 
of $1 for each $2 of Federal funds. The required matching rate is based on the number of years 
the State meets the one percent threshold.

3 Section II

State Matching Fund Requirements

Title II ADAP funds are also available for 
ADAP supplemental treatment drug grants, 
which are to purchase medications for States 
and Territories with demonstrated severe 
need to increase access to HIV/AIDS related 
medications. Applicants must make available 
non-Federal contributions (directly or through 
donations from public or private entities) in 
an amount equal to $1 for each $4 of Federal 
funds provided in the grant.
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State Matching Defi nitions

In-Kind   Non-cash contributions that a State may provide to support HIV-related
Contributions services. These non-cash contributions must be fairly valued and may include 

plant, equipment or services.

Required Rate of  The minimum level of cash and/or in-kind contributions a State must provide 
State Matching according to a schedule established in 2617(d) of the CARE Act.

State Defi ned as the 50 States, the District of Columbia, the Commonwealth of 
Puerto Rico, the Virgin Islands, Guam and the following U.S. territories: 
American Samoa, the Commonwealth of the Northern Mariana Islands, the 
Republic of the Marshall Islands, the Federated States of Micronesia, and the 
Republic of Palau. However, Puerto Rico is specifi cally exempted from the State 
match requirement.

State Matching  The non-Federal cash or in-kind contributions provided by the State to 
supplement the Federal funds received. State contributions claimed as match 
for other Federal programs (such as Medicaid) may not be used to meet the 
match requirement for the Title II grant. Amounts provided by the Federal 
Government, and any portion of any service subsidized by the Federal 
Government may not be included in calculating the amount of the State 
matching contribution.

Legislative Background

Section 2617(d) of the CARE Act requires the following:

(1) In general.—In the case of any State to which the criterion described in paragraph (3) applies, 
the Secretary may not make a grant under this part unless the State agrees that, with respect to 
the costs to be incurred by the State in carrying out the program for which the grant was awarded, 
the State will, subject to subsection (b)(2), make available (directly or through donations from 
public or private entities) non-Federal contributions toward such costs in an amount equal to—

(A) for the fi rst fi scal year of payments under the grant, not less than l62/3 percent of such costs 
($1 for each $5 of Federal funds provided in the grant);

(B) for any second fi scal year of such payments, not less than 20 percent of such costs ($1 for each 
$4 of Federal funds provided in the grant);

(C) for any third fi scal year of such payments, not less than 25 percent of such costs ($1 for each 
$3 of Federal funds provided in the grant);

(D) for any fourth fi scal year of such payments, not less than 331/3 percent of such costs ($1 for 
each $2 of Federal funds provided in the grant); and

(E) for any subsequent fi scal year of such payments, not less than 331/3 percent of such costs ($1 
for each $2 of Federal funds provided in the grant).

(2) Determination of amount of non-federal contribution.—
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(A) In general.—Non-Federal contributions required in paragraph (1) may be in cash or in kind, 
fairly evaluated, including plant, equipment, or services. Amounts provided by the Federal 
Government, and any portion of any service subsidized by the Federal Government, may not be 
included in determining the amount of such non-Federal contributions.

(B) Inclusion of certain amounts.—

(i) In making a determination of the amount of non-Federal contributions made by a State for 
purposes of paragraph (1), the Secretary shall, subject to clause (ii), include any non-Federal 
contributions provided by the State for HIV-related services, without regard to whether the 
contributions are made for programs established pursuant to this title;

(ii) In making a determination for purposes of clause (i), the Secretary may not include any non-
Federal contributions provided by the State as a condition of receiving Federal funds under any 
program under this title (except for the program established in this part) or under other provisions 
of law.

(3) Applicability of requirement.—

(A) Number of cases.—A State referred to in paragraph (1) is any State for which the number 
of cases of acquired immune defi ciency syndrome reported to and confi rmed by the Director 
of the Centers for Disease Control and Prevention for the period described in subparagraph 
(B) constitutes in excess of 1 percent of the aggregate number of such cases reported to and 
confi rmed by the Director for such period for the United States.

(B) Period of time.—The period referred to in subparagraph (A) is the 2-year period preceding the 
fi scal year for which the State involved is applying to receive a grant under subsection (a).

(C) Puerto Rico.—For purposes of paragraph (1), the number of cases of acquired immune 
defi ciency syndrome reported and confi rmed for the Commonwealth of Puerto Rico for any fi scal 
year shall be deemed to be less than 1 percent.

(4) Diminished state contribution.—With respect to a State that does not make available the entire 
amount of the non-Federal contribution referred to in paragraph (1), the State shall continue to 
be eligible to receive Federal funds under a grant under this part, except that the Secretary in 
providing Federal funds under the grant shall provide such funds (in accordance with the ratios 
prescribed in paragraph (1)) only with respect to the amount of funds contributed by such State.

Section 2618(I)(ii) outlines supplemental drug treatment grants as follows:

(I) In general.—From amounts made available under subclause (V), the Secretary shall make 
supplemental grants to States described in subclause (II) to enable such States to increase access 
to therapeutics described in section 2616(a), as provided by the State under section 2616(c)(2).

(II) Eligible states.—For purposes of subclause (I), a State described in this subclause is a State 
that, in accordance with criteria established by the Secretary, demonstrates a severe need for a 
grant under such subclause. In developing such criteria, the Secretary shall consider eligibility 
standards, formulary composition, and the number of eligible individuals at or below 200 percent 
of the offi cial poverty line to whom the State is unable to provide therapeutics described in section 
2616(a).

(III) State requirements.—The Secretary may not make a grant to a State under this clause unless 
the State agrees that—



Section II: Grants Administration
Chapter 3: State Matching Fund Requirements

28 RYAN WHITE CARE ACT TITLE II MANUAL

(aa) the State will make available (directly or through donations from public or private entities) 
non-Federal contributions toward the activities to be carried out under the grant in an amount 
equal to $1 for each $4 of Federal funds provided in the grant; and

(bb) the State will not impose eligibility requirements for services or scope of benefi ts limitations 
under section 2616(a) that are more restrictive than such requirements in effect as of January 1, 
2000.

(IV) Use and coordination.—Amounts made available under a grant under this clause shall only be 
used by the State to provide HIV/AIDS-related medications. The State shall coordinate the use of 
such amounts with the amounts otherwise provided under section 2616(a) in order to maximize 
drug coverage.

(V) Funding.—For the purpose of making grants under this clause, the Secretary shall each fi scal 
year reserve 3 percent of the amount referred to in clause (i) with respect to section 2616, subject 
to subclause (VI).

(VI) Limitation.—In reserving amounts under subclause (V) and making grants under this clause for 
a fi scal year, the Secretary shall ensure for each State that the total of the grant under section 2611 
for the State for the fi scal year and the grant under clause (i) for the State for the fi scal year is not 
less than such total for the State for the preceding fi scal year.

HAB/DSS Expectations

States (with the exception of Puerto Rico) required to match the Title II grant received 
(according to a schedule based on the number of years of payment under the grant) include those 
for which the number of AIDS cases reported to and confi rmed by the CDC for the two most 
recent fi scal years exceeds one percent of the total reported AIDS cases for the two most recent 
fi scal years.

The Secretary may not make grants to a State with more than one percent of the reported 
AIDS cases for the two most recent fi scal years unless the State agrees to make available non-
Federal contributions and match the Title II grants received. The matching amount includes 
non-Federal contributions such as cash or in-kind contributions provided directly by the State or 
through donation from public or private entities. In making a determination of the amount of non-
Federal contributions made by a State, the Secretary shall include any non-Federal contributions 
provided by the State for HIV-related services without regard to whether the contributions are 
made specifi cally for CARE Act programs. If a State provides matching funds/assets, but the rate 
of matching is not at the level prescribed in the Act, the Title II grant is reduced to achieve the 
required matching ratio.

Title II grants include Title II base, ADAP earmark, and emerging communities funds. Non-
Federal contributions could include contributions from pharmaceutical manufacturers to State 
ADAPs and may include rebates. In the grant domain, funds where the original source of any non-
State appropriated dollars is Federal may not be included.
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Determining the Rate of the State Match

Section 2617(d)(1) establishes the rate of State matching based on the number of fi scal 
years the State has received CARE Act funding, beginning with the fi scal year in which the State 
exceeded the one percent threshold of reported AIDS cases for the two most recent fi scal years.

Program experience shows that a small number of States have been above and then fallen 
below the one percent threshold over different fi scal years. A State that meets the one percent 
threshold in a particular fi scal year and then falls below that threshold in a subsequent fi scal 
year, is not required to meet the matching fund requirement in the year in which it is below the 
threshold. If, however, the State subsequently meets the threshold again, only the years in which 
that State meets the one percent threshold are counted in determining the required rate of match. 
As an example, if a State exceeded the one percent threshold in FY 1999 and fell below the one 
percent threshold in FYs 2000 and 2001 and then again exceeds the one percent threshold in FY 
2002, the State would be required to match at the rate of $1 for each $4 (i.e., the rate of match 
for year 2) in FY 2002.

Defi ning Elements that Constitute the State Match

The items or elements that a State may count toward its match requirement are defi ned in 
general terms in the legislation. DSS and GMB, in agreement with the Offi ce of General Counsel, 
have more specifi cally interpreted HIV-related services to include “a spectrum of HIV activities such 
as care and treatment (including State contributions to CARE Act-funded programs), prevention, 
surveillance and research.”

To be accepted, all matching contributions, including cash and in-kind, shall be allowable 
under the applicable cost principles (OMB Circular A-87, Cost Principles for State, Local, and Indian 
Tribal Governments). Such costs are subject to audit for the purposes of establishing compliance 
with the State match requirement.

Title II Grantee Documentation Requirements

Since the Secretary may not make a grant under Title II unless the State agrees to make 
available the required match, the State must provide documentation with its Title II application 
that such match requirements will be met. This documentation includes signed assurances, which 
include the agreement to meet the required State match, and specifi c information submitted as 
per instructions found in the Title II Application Guidance for States.

Title II grantees are also required, 90 days after the end of each budget period, to submit a 
fi nal Financial Status Report (FSR). Items 10b (Recipient Share of Outlays) and 10e (Recipient Share 
of Unliquidated Obligations) of this report document that the required State match for the grant 
has been met (i.e., the requirement is met when the sum of 10b and 10e equals the required State 
match amount). In addition, starting with the FY 1997 fi nal progress report due 30 days after the 
end of the budget period, States must describe the activities, personnel, and other object class 
categories actually supported through use of matching funds.
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The matching requirement is in proportion to the amount of grant funds actually expended. 
Thus, in cases where the Title II grant has not been fully expended, the State match amount 
will be less than that amount cited in the original Notice of Grant Award. Any carryover amount 
approved for use in future grant budget periods will automatically increase the amount of State 
match required for that fi scal year, even if in the previous year the State match was at a level 
higher than that required by the level of expenditure.

Monitoring and Compliance

Future awards will be unaffected for those States submitting a FSR and fi nal progress report 
indicating the required State match has been met and how, as outlined in the previous section. If 
a State submits an FSR indicating a level of recipient outlays and unliquidated obligations below 
the required State match, subsequent grant awards will be offset by the appropriate proportional 
amount. The amount by which the grant is offset will be reallocated to other Title II grantees.
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Introduction

The Federal rules governing grants management for CARE Act service providers are provided 
in Offi ce of Management and Budget (OMB) circulars and the Code of Federal Regulations (CFR). 
Title II grantees are expected to be familiar with these documents and assure that all service 
providers follow the procedures outlined in these documents.

The Grants Management Branch (GMB) of the Health Resources and Services Administration’s 
HIV/AIDS Bureau (HRSA/HAB) oversees grant awards to Title I eligible metropolitan areas (EMAs). 
As the counterpart to the business offi ce of the grantee, GMB handles business management 
aspects of the review, negotiation, award, and administration of grants, as follows:

• Receiving all grant applications

• Monitoring the objective review process

• Performing cost analysis prior to grant award and negotiating changes in budgets as necessary

• Providing business management consultation and technical assistance

• Signing and issuing grant awards, amendments to awards, and notices of suspension and 
termination

• Receiving and responding to all correspondence related to business activities

• Receiving all documentation submitted for compliance with the terms and conditions of the 
grant award (progress reports, fi nancial reports, revised budgets, and other conditions of 
award)

• Maintaining the offi cial grant fi le

• Conducting continuous surveillance of the fi nancial and management aspects of grants, and

• Resolving audit fi ndings.

4 Section II

Grants Management
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HAB/DSS Expectations

The Title II grantee is responsible for the proper stewardship of all grant funds (including 
conditions of award), even if some of the fi scal management of those funds is shared with lead 
agencies in consortia. This requires business management systems that meet the requirements 
outlined by OMB for recipients of Federal funding, as outlined in the OMB Circulars discussed 
below. Failure to comply with any of the conditions of award by the specifi ed due date may result 
in the suspension of the grantee’s ability to draw down funds, the disallowance of funds, or both.

Administration of Grants 

Title I grantees can fi nd relevant information regarding the administration of grants in 
the following OMB Circulars (which can be obtained from OMB’s Offi ce of Federal Financial 
Management, at (202) 395-3993 (http://www.whitehouse.gov/omb/circulars or 
http://www.hhs.gov/grantsnet).

OMB Circular A-102 - Grants and Cooperative Agreements with State and Local Governments 
(codifi ed by the U.S. Department of Health and Human Services [HHS] in 45 CFR Part 92), and

OMB Circular A-110 - Uniform Administrative Requirements for Grants and Other Agreements with 
Institutions of Higher Education, Hospitals, and Other Non-Profi t Organizations (codifi ed by HHS in 45 
CFR Part 74). A-110 applies to sub-awards and contracts made by State and local governments to 
organizations covered by this Circular.

They cover:

• Standards for fi nancial management systems, including payments, program income, revision 
of budget and program plans, and non-Federal audits

• Purpose of property standards, including the purpose of insurance coverage, equipment, 
supplies, and other expendable property

• Purpose of procurement standards, including recipient responsibilities, codes of conduct, 
competition, procurement procedures, cost and price analysis, and procurement records

• Purpose of reports and records, including monitoring and reporting program performance 
reports, fi nancial reports, and retention and access requirements

• Purpose of termination and enforcement, and

• Purpose of closeout procedures.
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Costs Applicable to Grants and Contracts

The following OMB resources establish principles and standards for determining costs 
applicable to grants, contracts, and other agreements entered into by the types of organizations 
specifi ed:

OMB Circular A-122 - Cost Principles for Nonprofi t Organizations

OMB Circular A-87 - Cost Principles for State, Local, and Indian Tribal Governments, and 

OMB Circular A-21 - Cost Principles for Educational Institutions.

Audit Policies and Standards

Government-wide policies and standards for non-Federal organization-wide audits of recipients 
of Federal awards are explained in:

OMB Circular A-133 - Audits of States, Local Governments, and Nonprofi t Organizations.

Additional Guidance

For additional guidance, Title II 
grantees may also utilize the April 
1, 1994 Public Health Service (PHS) 
Grants Policy Statement, which was 
provided by the GMB to grantees 
when they received their fi rst award. 
This policy statement compiles 
policies and reviews policy issues 
that have been raised in the past 
regarding the administration of grant 
awards.

Summary of Annual Fiscal Year Notice of Grant Award

In the administration of Title II awards, grantees are responsible for meeting all special 
conditions and fulfi lling all reporting requirements indicated in the Notice of Grant Award (NGA). 
Because each NGA includes dates and deadlines that are specifi c to that budget period, it is very 
important that Title II grantees follow the special conditions and reporting requirements for the 
appropriate budget period. Always be sure to consult the NGA for the current budget period to 
identify deadlines and obligations for Title II grant expenditures.

The information provided in this chapter about 
conditions of award is not sufficient alone to 
guide grantees on their grants management 
deadlines and obligations. Only the current 
Fiscal Year Notice of Grant Award sufficiently 
identifies actual deadlines and obligations for 
Title II grantees.



Section II: Grants Administration
Chapter 4: Grants Management

34 RYAN WHITE CARE ACT TITLE II MANUAL

Failure to comply with any of the special conditions and reporting requirements of award by 
the specifi ed due date may result in the suspension of the grantee’s ability to draw down funds, 
the disallowance of funds, or both.

In addition, the NGA includes a Special Remarks section, a Standard Remarks section, 
and a Contacts section. The Special Remarks section contains information such as matching 
requirements, expenditure limitations, and the dollar amount included in the award for a specifi c 
activity (e.g., Minority HIV/AIDS Initiative funding, AIDS Drug Assistance Program funding). The 
Standard Remarks section contains general grants administration information. Names, addresses, 
and telephone numbers of persons to contact regarding grants management issues and/or 
programmatic issues are located in the Contacts section of the NGA.

Carryover of Funds

Requests for carryover of funds from the previous to current budget period must be submitted 
to the GMB within HAB. Carryover requests are reviewed on a case-by-case basis. HAB retains the 
authority to offset future grant awards and reallocate unspent funds to other Title II grantees. As 
always, it is incumbent on the grantee to expeditiously and effectively utilize Title II funds to meet 
the needs of people living with HIV disease.

In reviewing requests for approval of carry over funds, HAB will continue to assess the following:

• History of expenditures and carry over requests

• Specifi c situations regarding the current year’s awards

• Submission of the fi nal Financial Status Report, along with the intended purpose and budget 
justifi cation for the request

• Performance issues, including compliance with conditions of grant award.

Also, with regard to the intended purpose and budget justifi cation, HAB will require grantees 
to address the following issues:

• Source of the unexpended carry over funds (administrative, direct service, program support, 
certain provider categories)

• Proposed use (existing or new service, new priority, one-time use, maintenance of enhanced 
levels of service, and cost annualization in future years)

• Justifi cation for use of funds (quantifi cation of number of clients, units of service, link/
responsiveness of proposed use to identifi ed need)

• Time period proposed for use of funds and ability to use

• Capacity of the grantee to make funds available for use and of the entities to utilize such funds 
in the designated time period
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Maintenance of Effort and Matching Funds

All States are required to demonstrate an annual maintenance of effort in State contributions 
to HIV programs, and matching funds are required of States with 1% of AIDS cases reported 
nationally. (For information about these requirements, see relevant chapters in this Manual.)

Grantee and Provider Contract Requirements

According to OMB Circular A-102 (or 45 CFR Part 92), local government grantees may use 
their own procurement procedures that refl ect applicable State and local laws and regulations, 
provided that the procurement procedures conform to applicable Federal law and the standards 
identifi ed in the Circular (Part 92.36). Identifi ed standards concern the following areas:

• Written code of standards of conduct for employees involved in the award and administration 
of contracts 

• Procedures to avoid the purchase of unnecessary and duplicative items

• Making awards to responsible contractors

• Maintaining records to detail the history of a procurement

• Settlement of all contractual and administrative issues

• Protest procedures to handle and resolve disputes

• Providing for full and open competition

• Written selection procedures for procurement transactions.

A contract must contain the clauses necessary to ensure that all requirements under the grant 
will be satisfi ed, since neither 45 CFR Parts 74 and 92 nor other documents are directly binding on 
a contractor.

R E F E R E N C E S

OMB Circulars are available from the Offi ce of Federal Financial 
Management, Offi ce of Management and Budget, 725 17th 
Street NW, Washington, DC 20503; telephone 
(202) 395-3993, http://www.whitehouse.gov/omb/

Hard copies of the PHS Grants Policy Statement (April 1, 1994) 
may be obtained at http://www.nih.gov/grants/policy/gps.
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Grants Management: Attachment

The documents in this Attachment include the following from the Fiscal Year 2001 Conditions 
of Award:

• Contract Review Certifi cation (Attachment 1 to Conditions of Award)

• Budget and Budget Narrative Justifi cation Guidance (Attachment 2 to Conditions of Award)

• Budgeted Allocation of Title II Funds by Service Category (Attachment 3 to Conditions of Award)
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ATTACHMENT 1
(to Notice of Award)

RYAN WHITE COMPREHENSIVE AIDS RESOURCES EMERGENCY ACT CONTRACT/

SUBCONTRACT REVIEW CERTIFICATION

GRANTEE NAME:                                                                                                              

CONTRACTOR/SUBCONTRACTOR NAME:                                                                       

TITLE II AMOUNT AWARDED:                           DATE FUNDS AWARDED:                          

PURPOSE AND SCOPE OF CONTRACT (activities and services to be provided):

A.  PROGRAM REVIEW: I certify that the purpose and scope of the contract has been 
reviewed and found to be in compliance with any existing policies of the Division of 
Service Systems, HIV/AIDS Bureau in effect at the time this contract was executed.

 Project Director (signature):                                                              Date:                  

B. ADMINISTRATIVE/FISCAL REVIEW

1.  I certify that the procedures used to advertise and award these funds meet the minimum 
standards required by the Offi ce of Management and Budget (OMB) in the following 
Circular (check one only).

___  A-102 (Administrative requirements applicable to grants to State and local governments) 
codifi ed by DHHS in 45 CFR Part 92.

___  A-110 (Administrative requirements applicable to grants to Institutions of Higher Education, 
Hospitals, and Other Nonprofi t Organizations) codifi ed by DHHS in 45 CFR Part 74.

2.  I certify that the proposed costs have been determined allowable according to principles 
and standards established by OMB in the following Circulars (check one only).

___  A-122, Cost Principles for Nonprofi t Organizations

___  A-87, Cost Principles for State, Local, and Indian Tribal Governments

___  A-21, Cost Principles for Educational Institutions

3. I certify that there are no mathematical errors in the budget of this contract.

 ADMINISTRATIVE/BUDGET OFFICER (FISCAL):                                                             

 DATE:                         



Section II: Grants Administration
Chapter 4: Grants Management

38 RYAN WHITE CARE ACT TITLE II MANUAL

ATTACHMENT 2
(to Notice of Award)

BUDGET AND BUDGET NARRATIVE JUSTIFICATION GUIDANCE
A categorical budget must be submitted for each contract and subcontract awarded with grant 
funds. The following categories must be defi ned in terms of dollars and must be justifi ed in a 
budget narrative. A budget narrative tells the who, what, where, when, and why to justify the 
amount budgeted.

Unit cost reimbursement contracts must report the total amount of the contract, the precise 
unit cost, and the proportion of the unit cost represented by each of the object classes listed 
below. The narrative justifi cation must provide suffi cient detail to defi ne how the unit cost was 
established, and the rationale for the number of clients proposed to be served.

ALL CHARGES TO THE GRANT MUST BE IN ACCORDANCE WITH APPLICABLE OFFICE OF MANAGEMENT 
AND BUDGET COST PRINCIPLES (A-87, A-122, AND A-21)

Personnel List all personnel whose salaries are to be paid in whole or in part with Title 
II funds. For each position, provide the job title, employee last name, brief 
description of duties and responsibilities as they relate to the Title II funded 
work (job descriptions or qualifi cations for the position are not acceptable); 
annual salary, percentage of time to be devoted to and paid for by this grant; 
and amount to be charged to the grant. If the position is vacant, indicate such 
and estimate when the position is expected to be fi lled.

Fringe Benefi ts  Provide the aggregate amount of fringe benefi ts. It is not necessary to provide 
the calculations for arriving at the amount of fringe benefi ts for each position.

Travel All travel must directly benefi t the work supported by the grant. List all travel 
anticipated to occur during the budget/contract period. Be specifi c about who 
will travel, where, when and why the travel is necessary.

Equipment List specifi cally equipment that is being purchased. Explain who will use the 
equipment and why is it necessary to purchase the equipment. A purchase 
versus lease analysis should be done for large dollar items. Cost sharing must 
be applied when equipment will be used by other than Ryan White activities. 
Equipment items costing over $25,000 require prior approval from HRSA.

Supplies Provide a general description of the types of items classifi ed as supplies. 
Computer software should be included in this category.

Other Include items such as rent, printing of brochures, telephone, postage, utilities, 
advertising, training, interpreter fees, insurance, equipment maintenance, 
and other allowable costs. Items that are not supplies or equipment and are 
not included in the indirect cost base should be included in this category. Be 
specifi c in describing each item listed in terms what it is, who will benefi t, and 
why it is necessary. A cost for each item listed must also be provided.

Contractual This includes funds that are to be used to provide services for clients that are 
not provided directly by the grantee.

Indirect Costs For grantees, indirect costs are allowable only within the ten percent limit for 
administrative costs. For contractors and sub-contractors, indirect costs are 
allowable only in accordance with applicable Cost Principles and the legislative 
limit on administrative costs.
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Introduction

The CARE Act defi nes administrative activities in Title II programs to “include routine grant 
administration and monitoring activities.” Title II grantees may not spend more than 10 percent 
of their grant on planning and evaluation activities, not more than 10 percent of their grant 
on administration and, when combined, not more than 15 percent of their grant on planning, 
evaluation and administration. An exception is allowed for those States that receive a minimum 
allotment under the CARE Act Title II formula; they are limited to spending “not more than the 
amount required to support one full-time equivalent employee.”

While the legislation does not require any single provider to meet administrative cost caps on 
their own, the State grantee must limit the aggregate administrative costs of its fi rst-line entities to 
10 percent of the total funds awarded to those entities. Grantees may also use up to fi ve percent 
of their grant, or $3 million, whichever is less, for quality management programs.

The CARE Act includes several requirements regarding the use of Title II funds to carry out 
administrative activities. Some of these requirements apply to grantees, while others apply to lead 
agencies, consortia, and subcontractors.

Legislative Background

Section 2618(b) of the CARE Act defi nes administrative activities for Title II grantees under the 
following provisions:

Planning, Evaluation, and Administration Costs
Section 2618(b) limits Title II grantees to spending not more than 10 percent of their grant 

on planning and evaluation activities, not more than 10 percent of their grant on administration, 
and, when combined, not more than 15 percent of their grant on planning, evaluation, and 
administration. The provision reads as follows:

5 Section II

Cost for Administration, Planning, 
Evaluation, and Quality Monitoring



Section II: Grants Administration
Chapter 5: Cost for Administration, Planning, Evaluation, and Quality Monitoring

40 RYAN WHITE CARE ACT TITLE II MANUAL

“(3) PLANNING AND EVALUATIONS.—Subject to paragraph (5) and except as provided in 
paragraph (6), a State may not use more than 10 percent of amounts received under a grant 
awarded under this part for planning and evaluation activities.

“(4) ADMINISTRATION.

“(A) IN GENERAL.—Subject to paragraph (5) and except as provided in paragraph (6), a State 
may not use more than 10 percent of amounts received under a grant awarded under this part for 
administration.

“(B) ADMINISTRATIVE ACTIVITIES.—For the purposes of paragraph (A), amounts may be used 
for administrative activities that include routine grant administration and monitoring activities.

“(5) LIMITATION ON USE OF FUNDS.—Except as provided in paragraph (6), a State may not 
use more than a total of 15 percent of amounts received under a grant awarded under this part for 
the purposes described in paragraphs (3) and (4).”

Exemption From Administrative Cost Cap
Section 2618(b)(6) exempts from the administrative cost caps those States that receive a 

minimum allotment under the CARE Act Title II formula. Those States are limited to spending not 
more than the amount required to support one full-time-equivalent employee, as follows:

“(6) EXCEPTION.—With respect to a State that receives the minimum allotment under 
subsection (a)(1) for a fi scal year, such State, from the amounts received under a grant awarded 
under this part for such fi scal year for the activities described in paragraphs (3) and (4), may, 
notwithstanding paragraphs (3), (4) and (5), use not more than that amount required to support 
one full-time-equivalent employee.”

Regarding the 10 percent administrative cost cap, the Joint Explanatory Statement of the 
Committee on Conference, which accompanies the CARE Act Amendments of 1996, states:

“such expenditures [are limited] to 10 percent as measured across all entities receiving funding 
from Part A or Part B grantees, without regard to whether an individual entity is above or below 
that percentage. For example, if a state or eligible area awards $1 million to 10 service providers, 
regardless of the amount an individual provider spends on administration, the amount spent on 
administration added across all 10 providers cannot exceed $100,000 (10 percent of $1 million). 
For Part B grantees, entities subject to this cost cap include the lead agencies of consortia in 
carrying out their administrative duties associated with the operation of the consortium.

The Conferees wish to emphasize that grantees and subcontractors that can restrain 
administrative costs to less than 10 percent should do so. The set amount should be regarded as a 
ceiling, not a fl oor.”

Subcontractor Administrative Costs
Section 2618(b)(4) limits the administrative costs of entities to which Title II grantees distribute 

funds. These costs are capped at 10 percent of the aggregate amount distributed to those entities. 
It also limits the administrative costs of the grantee, which are capped at 10 percent of the grant 
award. The provision reads as follows:
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In the case of entities and subcontractors to which the State allocates amounts under the grant 
(including consortia under section 2613), that State shall ensure that, of the aggregate amount 
so allocated, the total of the expenditures by such entities for administrative expenses does not 
exceed 10 percent (without regard to whether particular entities expend more than 10 percent for 
such expenses).”

Section 2618(b) defi nes administrative costs for entities receiving CARE Act funds from Title II 
grantees as follows:

“(C) SUBCONTRACTOR ADMINISTRATIVE COSTS.— For the purposes of this paragraph, 
subcontractor administrative activities include-

“(i) usual and recognized overhead, including established indirect rates for agencies;

“(ii) management oversight of specifi c programs funded under this title; and

“(iii) other types of program support such as quality assurance, quality control, and related 
activities.”

Quality Management
Section 2612 (d) requires States to establish quality management programs and identifi es up 

to fi ve percent of grant funds, or $3 million, whichever is less, for this purpose, as follows:

(d) Quality Management.—

(1) Requirement.—Each State that receives a grant under this part shall provide for the 
establishment of a quality management program to assess the extent to which HIV health services 
provided to patients under the grant are consistent with the most recent Public Health Service 
guidelines for the treatment of HIV disease and related opportunistic infection, and as applicable, 
to develop strategies for ensuring that such services are consistent with the guidelines for 
improvement in the access to and quality of HIV health services.

(2) Use of funds.—From amounts received under a grant awarded under this part for a fi scal 
year, the State may (in addition to amounts to which section 2618(b)(5) applies) use for activities 
associated with the quality management program required in paragraph (1) not more than the 
lesser of—

(A) 5 percent of amounts received under the grant; or

(B) $3,000,000.
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HAB/DSS Expectations

HAB defi nes quality as follows: “Quality is the degree to which a health or social service meets 
or exceeds established professional standards and user expectations.” Evaluations of the quality of 
care should consider: (1) the quality of the inputs; (2) the quality of the service delivery process; 
and (3) the quality of outcomes, in order to continuously improve systems of care for individuals 
and populations.” HAB supports several activities to improve the quality of HIV/AIDS services. 
These include the Primary Care Assessment Tool, HIVQual, and a series of Technical Assistance 
Monographs on quality.

A. Quality Management Programs Should Accomplish a Three-fold Purpose:
1. Assist direct service medical providers funded through the CARE Act in assuring that funded 

services adhere to established HIV clinical practice standards and
Public Health Service Guidelines to the extent possible;

2. Ensure that strategies for improvements to quality medical care include vital health-related 
supportive services in achieving appropriate access and adherence with HIV medical care; and

3. Ensure that available demographic, clinical and health care utilization information is used to 
monitor the spectrum of HIV related illnesses and trends in the local epidemic.

B. Quality Management Programs Should Have the Following Characteristics:
1. Be a systematic process with identifi ed leadership, accountability, and dedicated resources 

available to the program;

2. Use data and measurable outcomes to determine progress toward relevant, evidenced-based 
benchmarks;

3. Focus on linkages, effi ciencies and provider, and client expectation in addressing outcome 
improvement;

4. Be a continuous process that is adaptive to change and that fi ts within the framework of other 
programmatic quality assurance and quality improvement activities (i.e., Joint Commission on 
the Accreditation of Hospitals Organization (JCAHO), Medicaid, and other HRSA Programs); and

5. Ensure that data collected is fed back into the quality improvement process to assure that 
goals are accomplished and that they are concurrent with improved outcomes.

HAB/DSS will monitor grantees to ensure compliance with the implementation of the new 
requirements through questions in the application guidance, progress reports, and site visits. Chief 
Elected Offi cials will be asked to sign assurances in the annual application attesting that quality 
management programs are in place that meet the above outlined objectives.

(2) USE OF FUNDS. From amounts received under a grant awarded under this part for a fi scal 
year, the State may (in addition to amounts to which section 2618(b)(5) applies) use for activities 
associated with the quality management program required in paragraph (1) not more than the 
lesser of:

(A) 5 percent of amounts received under the required grant; or

(B) $3,000,000 whichever is greater.
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A. The use of an additional 5 percent of funds is intended to assist grantees in evaluating and 
improving the quality of primary care and health-related supportive services provided under 
this act. Grantees may use up to 5 percent of amounts received or $3,000,000 whichever 
is less. The 5 percent or $3,000,000 is calculated against the Title II Award. In deciding 
what activities to undertake, quality management should be coordinated with currently 
funded quality assurance activities.

B. As applied to clinical quality programs, these costs include, but are not limited to activities 
such as: 1) chart review; 2) peer-to-peer review activities; and 3) data collection to measure 
health outcomes or indicators, or other types of activities related to the development or 
implementation of a clinical quality improvement program.

   Many of these same activities and costs may apply to the development or implementation 
of a support service quality management program. While the focus and ultimate goal of 
quality management is improved health status for clients, the quality management program 
looks beyond clinical services to include consideration of both supportive services that link 
clients with health care and community/population outcomes.

C. Title II grantees must separate administrative costs from planning and evaluation and 
quality management costs. Grantees using funds for quality management activities must 
multiply their award by 20 percent and ensure that, when combined, the selected levels of 
spending for planning, evaluation, quality management, and administration are within that 
calculated amount.

Defi nitions

Subcontractors Based on a legal interpretation by the Offi ce of General Counsel, the term 
“subcontractor” as it is used in the legislation and the Conference Report refers 
to entities that receive funding directly from the Title II grantee. In general, 
this interpretation means that other entities (commonly called subcontractors 
in grants management terminology) that receive funding from those direct 
recipients of funds are not subject to the 10 percent aggregate administrative 
cost cap. Exceptions and DSS expectations pertinent to this general rule are 
addressed in this chapter. 

First-line  These are entities receiving CARE Act funds directly from the Title II 
entities grantee. There are several types of fi rst-line entities including service providers 

and consortia. With some exceptions, fi rst-line entities are subject only to 
the 10 percent aggregate administrative cost cap. A fi rst-line entity that also 
serves as a State’s lead agency (see below) may be subject also to the grantee 
administrative cost cap of 10 percent. 

Lead agency,  This refers to the agency, organization, or other entity that functions within 
fi duciary agent consortia to assist the grantee in carrying out administrative activities or
or fi scal agent (e.g., disbursing program funds, developing reimbursement and accounting 

systems, developing RFPs, monitoring contracts). “Lead agency” is the term 
most commonly used by State grantees.
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Defi ning Administrative Costs

Following are defi nitions of administrative costs for Title II grantees, fi rst-line entities, and fi rst-
line entities with management and oversight functions.

Title II Grantees
Administrative costs associated with the 10 percent administrative cap for Title II grantees 

include the following:

• Development of funding applications

• Receipt and disbursal of program funds

• Development and establishment of reimbursement and accounting systems

• Preparation of routine programmatic and fi nancial reports, including the minimum 
requirements of completing the CARE Act Data Report (CADR)

• Compliance with grant conditions and audit requirements, and

• All activities associated with the grantee’s contract award procedures, including the 
development of requests for proposals, contract proposal review activities, negotiation and 
awarding of contracts, development and implementation of grievance procedures, monitoring 
of contracts through telephone consultation, written documentation or on-site visits, reporting 
on contracts, and funding reallocation activities.

First-Line Entities
Administrative costs associated with the 10 percent aggregate cap for fi rst-line entities funded 

directly by the grantee include the following:

• Depreciation or use allowances on buildings and equipment

• Operating and maintaining facilities

• General administration and general expenses, such as the salaries and expenses of executive 
offi cers, personnel administration, and accounting

• Overhead and indirect costs (including indirect cost rates)

• Management and oversight activities of specifi c programs under Title II, and

First-Line Entities/Lead Agencies with Management and Oversight Functions
While fi rst-line entities are subject to the aggregate cost cap associated with the administrative 

activities listed above, they may also be subject to the grantee administrative cap associated with 
the following activities:

• Developing funding applications and proposals

• Receipt and disbursal of program funds

• Development and establishment of reimbursement and accounting systems
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• Preparation of routine programmatic and fi nancial reports, including the minimum 
requirements of completing the CARE Act Data Report (CADR)

• Compliance with contract conditions and audit requirements, and

• Subcontract monitoring and reporting, through telephone consultation, written 
documentation or on-site visits, developing funding applications and proposals, and the 
receipt and disbursal of program funds.

Service costs  Include wages and benefi ts of employees who directly provide the service, and 
the cost of materials, equipment, and supplies used to provide the service.

Direct costs  Costs that can be identifi ed specifi cally with a particular project, service, 
or other distinct activity of an organization. Direct costs can be either 
administrative or service-related.

Overhead and The terms “overhead” and “indirect costs” are often used interchangeably. 
Indirect costs They usually refer to costs that have been incurred for common or joint 

purposes. These costs benefi t more than one project, service, or other distinct 
activity of an organization and cannot be readily identifi ed with a particular 
one of them. After direct costs have been determined and assigned to a grant 
and other activities as appropriate, indirect costs are those remaining to be 
allocated.

Indirect cost Indirect costs are often charged to a grant by the use of an indirect cost rate. 
rate An indirect cost rate is a mechanism for determining, in a reasonable manner, 

the proportion of indirect costs each program should bear. It is the ratio of the 
indirect costs to a direct cost base.

Non-Administrative, Non-Service Activities

Planning and Evaluation (Grantees)
Planning and evaluation includes grantee activities related to planning for the use of Title 

II funds and evaluating the effectiveness of those funds in delivering needed services. Specifi c 
activities that planning and evaluation funds may support include the following:

• Capacity-building to increase the availability of services

• Technical assistance to contractors

• Program evaluation

• Assessment of service delivery patterns

• Assessment of need

• Obtaining community input

• Developing and implementing the Statewide Coordinated Statement of Need, and

• Consortia support.
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Consortia may use CARE Act funds to support certain activities related to carrying out their 
legislatively mandated functions. These activities include the following:

• Planning and development of comprehensive outpatient health and support services

• Assessment of service needs within the consortium region

• Developing standards of care

• Case management coordination

• Periodic evaluation of the success of the consortium in responding to identifi ed need, and

• Evaluation of the cost-effectiveness of the mechanisms used by the consortium to deliver care.

Program Support and Quality Control by First-Line Entities
Program support and quality control activities for fi rst-line entities include the following:

• Client satisfaction surveys

• Technical assistance to subcontractors, and

• Staff training.

Calculating Administrative Cost Caps

Grantees
Title II grantees must separate administrative costs from planning and evaluation costs. For 

each category of costs, grantees multiply their award by 10 percent and select a level of spending 
for each category that is within that calculated amount. Grantees must then also multiply their 
award by 15 percent and ensure that, when combined, the selected levels of spending for 
planning, evaluation, and administration are within that calculated amount. For example, if a 
Title II grantee receives an award of $3,000,000, it can spend up to 10 percent ($300,000) on 
administration and up to 10 percent ($300,000) on planning and evaluation. However, the 
combined total cannot exceed 15 percent ($450,000).

First-Line Entities
The basis for calculating the aggregate administrative cost cap under Title II is the total 

amount remaining after the grantee takes its administrative, planning, and evaluation costs out of 
the award. The 10 percent factor is applied to this total amount. For example, if a grantee receives 
a grant award of $3,000,000 and uses the maximum amount of 15 percent ($450,000) for its own 
administrative, planning, and evaluation activities, $2,550,000 remain for distribution. For fi rst-line 
entities which receive that $2,550,000, a maximum of 10 percent ($255,000) can be charged to 
the Title II grant for administrative costs. That is, regardless of how much an individual fi rst-line 
entity spends on administrative costs, when added across all such entities, administrative costs that 
are paid for with Title II CARE Act funds cannot exceed $255,000.
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Applying Administrative Cost Caps

Grantees
Title II grantee administrative, planning, and evaluation costs charged to the Title II grant must 

fall within the limits as calculated above. Title II grants include a Federal earmark for the AIDS 
Drug Assistance Programs (ADAP). The calculations for administration, planning, evaluation, and 
quality management costs must be done separately on each portion of the grant. The selected 
percentages taken from each part of the grant do not have to be the same, but they each must fall 
within the caps as calculated above. Any funds taken out of the ADAP earmark must be spent on 
the grantee’s administration, planning, evaluation, and quality management costs related to the 
ADAP.

Title II grantees are free to use as much of that non-earmarked amount for ADAP as they 
see fi t. There is no requirement that funds taken out of that non-earmarked amount for 
administration, planning, and evaluation be used in any set proportion between ADAP and other 
program components.

First-Line Entities
The 10 percent administrative cost cap applies only to fi rst-line entities. First-line entities 

include consortia lead agencies, any service providers or other entity funded directly by the State, 
and State-run programs such as ADAPs, Health Insurance Continuity Programs, and Home- and 
Community-Based Care programs. A program’s administrative costs may be separated from the 
grantee’s administrative costs if the program is run by the grantee itself or by a closely related unit 
of State government.

Given the clear Congressional intent to limit administrative costs, grantees, through their 
contracts with fi rst-line entities, should impose a separate 10 percent administrative cost cap on 
any “second- or third-line” entities which receive CARE Act funds from a fi rst-line entity. That is, of 
the amount awarded to an individual second- or third-line entity, a maximum of 10 percent can be 
spent on administrative costs. Consortia, especially, should be required to limit the administrative 
costs of the entities to which the lead agency distributes funds. Without such a requirement, an 
entity receiving both Title I and II CARE Act funds could be subject to two different cost caps since 
it is a Title I fi rst-line entity and a Title II second-line entity. While exact parity in costs caps is not 
necessary, some restriction on the Title II consortia funds should be required.

During the contracting process, grantees must work with their fi rst-line entities to negotiate a 
fi nal budget that appropriately classifi es funded activities, personnel, supplies, material, and other 
expenditures as administrative or service costs. Administrative costs count against the 10 percent 
aggregate cost cap; service costs do not. For those situations in which a unit cost system is used to 
pay a contractor, the unit cost must be broken down so that the distinction can be made between 
administrative and service costs. The same administrative costs caps apply.

Because of the diverse characteristics and accounting practices of governmental units and 
nonprofi t organizations, it is not possible to specify the types of costs that may be classifi ed as 
administrative or service-related in all situations. A case management organization, for example, 
may include some telephone expenses as a service cost, since it is directly related to service 
delivery. A food distribution program may assign some or all rental expenses as a service cost 
because storing the food is directly related to delivering the service.
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In general, grantees should utilize their own guidelines in making these classifi cations. 
Guidelines used to assign particular costs to the CARE Act should be consistent with guidelines 
used to assign particular costs to local funds or other, non-CARE Act, Federal funds. However, 
requirements specifi c to the CARE Act must be followed. The legislation stipulates that 
administrative costs for fi rst-line entities include usual and recognized overhead (including indirect 
cost rates), costs associated with management and oversight of specifi c programs funded under 
Title II, and costs associated with program support such as quality assurance, quality control, and 
other related activities.

The legislatively mandated functions of consortia are not counted against the administrative 
cost cap. These activities include the consortium’s planning and evaluation costs. Because 
consortia are subject to State requirements regarding their administration and functioning, Title 
II grantees should require consortia to identify these consortia support activities and allocate a 
reasonable amount of funds to carry them out.

Documentation and Compliance

Grantees
Title II grantees are required to submit categorical budgets and narrative justifi cations to the 

GMB for approval. These budgets must be submitted for administration, planning, evaluation, and 
services. Project offi cers and grants management staff review the grantee budgets and determine 
whether the grantee’s administrative costs fall within the statutory limits. 

Attachment 1 at the end of this chapter is a sample of the completed budget form and 
narrative that breaks down each budget category (administration, planning, evaluation, and 
services) by object class categories (e.g., personnel, travel, equipment, supplies).

First-Line Entities
Governors (or their designees) are required to sign program assurances with their application 

to HRSA for funding (SF 424B, Program Assurances). Included among them is an assurance that 
the 10 percent aggregate administrative cost cap requirement will be met. Like all other program 
assurances and legal requirements, compliance is subject to audit by such entities as the Offi ce 
of the Inspector General at the Department of Health and Human Services and the General 
Accounting Offi ce. DSS strongly recommends that grantees encourage fi rst line entities to use a 
budget format that clearly identifi es the costs for administration (as defi ned in this chapter under 
“Defi nitions, Defi ning Administrative Costs, First-Line Entities”).

In their budget justifi cations, grantees will be required to identify the following information for 
“fi rst-line” entities:

• Aggregate amount of funds available for the entities to spend on administrative costs

• Estimate of the total amount of administrative costs those entities will incur over the 
budget year.

At the end of the budget year, as part of the fi nal progress report submitted to the GMB, 
this information must be updated to refl ect actual expenditures. Both the initial and fi nal 
documentation of these fi gures will have to be signed by the fi nancial offi cer in charge of the 
CARE Act grant.
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ATTACHMENT 1

Ryan White CARE Act - Title II Formula Grant

Budget Narrative/Justifi cation

A.  Personnel       Subtotal $1,037,992

1. Program Development Supervisor, 1.0 FTE $70,618

This individual is responsible for the overall planning, development, and evaluation of 
the community-based care consortia initiative. Responsibilities include: develop/review/ 
evaluate all program objectives and activities; perform individual program evaluations; 
perform strategic planning for the expansion of the consortia model, and serve as the 
consortia development and resource person. This individual will supervise the Program 
Development Specialist I in charge of planning and the Supervising Public Health 
Representative in charge of Ryan White coordination.

2. Supervising Program Development Specialist, 1.0 FTE $61,791

This individual will serve as the unit supervisor in charge of monitoring all Ryan White 
funded contracts and letters of agreement. Will supervise the Community Service Offi cer I 
and Public Health Consultant II.

3. Program Development Offi cer, 1.0 FTE $57,063

This individual will serve as one of the community-based care consortia program offi cers. 
Responsibilities include: oversee the consortia health service grants via monthly site visits 
to monitor the work activities and the achievement of objectives; serve as resource/ 
contact person for developing linkages with other AIDS service providers; review grant 
expenditures to ensure fi scal compliance; accumulate, edit, and analyze program data; 
assist grantees in pursuing additional technical and fi nancial assistance; and prepare 
correspondence and reports necessary for this initiative.

4. Program Development Offi cer, 1.0 FTE $61,291

This individual will serve as one of the community-based care consortia program offi cers. 
Responsibilities include: oversee the consortia health service grants via monthly site visits 
to monitor the work activities and the achievement of objectives; serve as resource/ 
contact person for developing linkages with other AIDS service providers; review grant 
expenditures to ensure fi scal compliance; accumulate, edit, and analyze program data; 
assist grantees in pursuing additional technical and fi nancial assistance; and prepare 
correspondence and reports necessary for this initiative.
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5. Public Health Consultant II (Nursing), 1.0 FTE $65,027

This individual will plan, organize, direct, and evaluate the delivery of health care services 
by the grantees and subgrantees under Title II. Specifi c Responsibilities include conducting 
site visits, performing chart audits, conducting patient fl ow analyses, and providing 
consultation on the effi cient and effective delivery of primary care for individuals with HIV. 
Forty percent of this individual’s time has been approved as direct client service.

6. Supervising Program Development Specialist, 1.0 FTE $70,618

This individual will administer the AIDS Drug Distribution Program. Specifi c activities 
include negotiation and monitoring Title I ADDP contracts, negotiate rebates with 
pharmaceutical companies, and prepare programmatic and fi scal reports. In addition this 
individual will supervise the Program Development Specialist I and provide additional 
administrative support and supervision for the HIV Insurance Continuation Program.

7. Program Development Specialist, 1.0 FTE $59,177

This individual is responsible for the development and implementation of the HIV 
Insurance Continuation Program. Responsibilities include developing policies, processing 
applications, insuring payment of premiums, and preparing fi scal and programmatic 
reports. Ninety percent of this individual’s time has been approved as direct client service.

8. Health Data Specialist II, 1.0 FTE $56,461

This individual will provide assistance to the Research Scientist II in all efforts related to 
the development and maintenance of those databases requisite for program monitoring 
and evaluation under Title II. This individual will be responsible for the routine tasks of 
data checking, cleaning, and data entry and for producing summary reports using the 
structures developed by the Research Scientist II.

9. Research Scientist, 1.0 FTE $48,023

This person is responsible for all coordination activities between Title II programs and other 
Ryan White-funded programs in the state. This person will attend Title I Planning Council 
meetings, serve on their subcommittees, serve as liaison with both the Title IV Pediatric 
AIDS centers and the Title III early intervention clinics, and coordinate all Title II activities 
with the following entities; CDC community planning group, AIDS Clinical Trials Group, 
AIDS Education and Training Centers, Ryan White Special Projects of National Signifi cance, 
HUD Housing Opportunities for People with AIDS, and the CDC HIV counseling and 
testing sites.

10. Program Planning Director, 1.0 FTE $61,291

This individual is responsible for the development of a comprehensive state plan for the 
delivery of health and support services for individuals and families with HIV. This plan, a 
requirement of continued Ryan White funding, will serve as the blueprint to guide Ryan 
White efforts in future years. This individual will be responsible for initiating and staffi ng a 
statewide Ryan White Title II task force to assist this Division in developing the appropriate 
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programs to meet the needs of the HIV-infected population in the state, and for planning 
and implementing a service of public hearings to be held to gather community input into 
the planning process.

11. Contract Offi cer, 1.0 FTE $53,860

This position oversees processing of all the Ryan White health service grants. 
Responsibilities include the review and processing of required reports, such as expenditure 
reports, cash status reports, and budget revisions/justifi cations.This individual will ensure 
fi scal compliance from all granting agencies.

12. Principal Clerk Typist, 1.0 FTE $30,920

This individual is responsible for all of the data entry activities related to the administration 
of the Health Insurance Continuation Program.

13. Offi ce of the Assistant Commissioner, $52,500

A percentage of the time of the Offi ce of the Assistant Commissioner is charged to the 
grant for administrative oversight. (See Business Proposal).

14. Programmer, 1.0 FTE $36,942

This individual will be responsible for data programming and analysis for the Aids Drug 
Distribution Program (ADDP). This person will be assigned to the Division of Human 
Services, which administers ADDP.

15. Claims Reviewer, 1.0 FTE $34,380

This individual will review and process all applications and claims for the AIDS Drug 
Distribution Program, and also will be assigned to the Division of Human Services. Ninety 
percent of this person’s time will be considered direct client service.

16. Perinatal Counselor, 1.0 FTE $55,776

This individual will be responsible for working with all Ryan White providers in ensuring 
access of pregnant women to HIV counseling and testing and the providing of 
pharmaceuticals to prevent perinatal transmission. Overseeing compliance with spousal 
notifi cation is also this individual’s responsibility.

17. MIS Assistant, 1.0 FTE $33,447

This individual is responsible for the organization, input, processing and output of client 
data and client services under the HIV Home- and Community-Based Care Program. 
Specifi c activities include assistance to agencies in the preparation of service data, 
communication with staff regarding computerized outputs, preparation of payment 
vouchers, and assistance to the program supervisor with administrative, fi scal, and 
program review and evaluation.

18. Administrative Assistant, 1.0 FTE $40,200

(See below)
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19. Administrative Analyst, 1.0 FTE $40,200

These 2 individuals will be responsible for conducting site visits to each of the 83 provider 
agencies installing new and/or revised data management systems and providing on-site 
technical assistance. They will provide training, identify system errors, and oversee the 
exporting/importing of data amongst service providers, the consortia, and this Division. 
They will play a key role in quality assurance activities designed to verify they accuracy and 
completeness of the data by reviewing client level data and provider/consortia verifi cation 
reports to improve data reliability and quality. They will also assist in the development of 
user manuals and standard operating procedures.

20. Data Processing Analyst II, 1.0 FTE $48,407

This individual will be responsible for assisting in the development, implementation and 
quality assurance activities related to the databases of the four Title II funded activities. 
Specifi cally, this will involve conducting system analyses, designing new software systems 
and reprogramming existing systems to ensure compatibility with the URS client level 
data required by HRSA; systems testing; installation, and/or conversion to new or revised 
systems; investigating problems, developing and recommending solutions, planning and 
initiating corrective action measures; and, designing quality control activities to verify the 
accuracy and completeness of the data.

B.  Fringe       Subtotal  $217,459

1. As per business proposal 20.95 percent   

C. Travel       Subtotal  $16,999

1. Out-of-state travel for 10 trips (5 two-day meetings attended by 2 persons each) from 
Elmwood to Washington, D.C. for technical assistance and consultation meetings with 
other grantees and HRSA staff. Estimate for train fare, meals, lodging, taxis = $4,000

2. Local travel is to support the 18 professional positions during FY’97 in state travel to 
subcontract and consortia sites for technical assistance and consultation. The following 
formula is used approximately 4333 miles/month x 12 months x $0.25 mile (per business 
proposal) = $12,999

D.  Contractual      Subtotal $26,777,717

1. Consortia        $4,500,000

2. Home and Community-Based HIV Services    $1,200,000

3. AIDS Drug Distribution Program     $19,877,717

4. Insurance Continuation Program     $1,200,000
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E.  Equipment      Subtotal $30,000

F.  Evaluation Contract     Subtotal $50,000

This activity will consist of a study by an outside peer review organization that will assess the 
prescribing patterns of physicians who enroll clients in the State’s drug assistance program 
for quality assurance purposes. Details of this endeavor can be found in the ADAP Narrative 
Section of the application.

G. Alterations and Renovations    Subtotal $50,000

To modify a portion of the Division’s existing offi ce space to comply with confi dentiality 
requirements associated with the data initiative described in the Implementation Plan 
for 1998.
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Introduction

All grantees receiving Federal funds are required to report fi scal and program information to 
the agency designated to administer the particular grant program. For Title II CARE Act grantees, 
that agency is the Health Resources and Services Administration (HRSA), HIV/AIDS Bureau (HAB), 
Division of Service Systems (DSS).

 In general, reports are required for one or more of the following reasons:

1. To assure grantee compliance with requirements mandated by Congress on the use of 
Title II funds. Such requirements are called Conditions of Award because they set criteria or 
limits on how grant funds may be used.

2. To monitor the fi scal and programmatic integrity of the grant program, as required by 
Public Health Service (PHS) Grants Management Policy. For example, recipients of grants 
administered by HRSA usually must submit a revised program budget after receiving their 
notice of grant award, along with a narrative justifi cation. Similarly, grantees are required 
to submit information about subcontracts. Examples of this type of report include the Title 
II Consolidated List of Contractors report and the Contract Review Certifi cation and budget 
package required for each subcontract.

3. To monitor program accomplishments, prepare HRSA reports on program trends, and 
respond to information requests from Congress, Offi ce of Management and Budget 
(OMB), the media, and the public at large. As the agency responsible for the fi scal and 
program integrity of Title II  programs, HRSA must be able to monitor and report on the 
grantees’ fi scal status, services provided, clients served, program accomplishments, and 
technical assistance needs. HRSA also relies on information routinely reported by grantees to 
respond to inquiries from various parties such as the Congress.

1 Section III

Overview of Grantee 
Reporting Responsibilities
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Legislative Background

Grantees must provide progress and data reports in accordance with applicable provisions 
of the general regulations 45 CFR Part 92, Sub-part C,  “Monitoring and Reporting Program 
Performance” and provisions of the CARE Act.

Submission of progress reports is one of the Conditions of Award for Title II grantees. Failure to 
comply with any of the Conditions of Award by the specifi ed due date may result in suspension of 
a grantee’s ability to draw down funds and/or the disallowance of funds.

Submitting Reports

Format for Submitting Reports
Information and data required in certain Title II reports must be submitted using the format 

provided by HRSA, as outlined in the chapters that follow. These reporting formats help to assure 
that correct information is reported across all CARE Act grantees. This in turn allows HRSA to track 
and report national program trends, identify technical assistance needs, and prepare aggregate 
summary reports to Congress, grantees, and the public at large.

Required Electronic Copies of Reports
Grantees must submit an electronic copy of all required reports for which an electronic fi le/

template of the reporting format has been provided to them. HRSA/HAB will continue to mail 
grantees a diskette containing electronic fi les of these reports along with a set of instructions and a 
sample report, but may also e-mail the report template to grantees to speed up dissemination. In 
addition, grantees may request an e-mail copy if needed at any time. HRSA/HAB plans to establish 
web-based reporting for required reports as resources permit.

Where to Send Reports
All reports must be sent to the designated HRSA Grants Management Offi cer. Facsimiles will 

not be accepted. For Title I, the address is:

Grants Management Offi cer
HRSA HIV/AIDS Bureau
Parklawn Building
5600 Fishers Lane, Room 7-89
Rockville, MD 20857
Phone: (888) 300-HRSA (4772) 

The name of the report should be specifi ed on the envelope containing the hard copy and 
diskette (e.g., “Title II FY 2002 Mid-Year Progress Report”). As a courtesy, grantees should send a 
copy of the report to their project offi cer.



Section III: Reporting Requirements
Chapter 1: Overview of Grantee Reporting Responsibilities

3RYAN WHITE CARE ACT TITLE II MANUAL

Reporting Deadlines
In establishing the deadline for a report, HRSA/HAB takes into consideration the:

• Purpose of the report

• Grant program’s fi scal year

• Application/award process and schedule

• Any mandated timeframes for reporting specifi c information to the Congress or OMB

• Program monitoring and reporting standards set by PHS Grants Management Policy

• Feedback from grantees on reporting issues specifi c to the program.

For the precise date, refer to the Condition of Award and/or written instructions issued each 
year by HRSA/HAB.

To meet the deadline, the Grants Management Offi cer must receive one original hard copy 
and one electronic disk copy of the report by the close of business (5 p.m. EST) on the due date. 
Grantees are expected to comply with all reporting deadlines. If a problem of late reports persists, 
it may also result in a lower score and special Conditions of Award.
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Introduction

Grantees are required as a Condition of Award to provide certain program budget and fi scal 
reports and detailed contractor/provider budget packages each year. Below is a description of 
these reports, their purpose, and reporting deadlines for each. The latter part of this chapter 
provides detailed instructions on how to prepare each individual report or report package, using 
the standard forms and reporting formats provided by HRSA.

Required Program and Contractor Budget/Fiscal Reports

1. Part A: Final Title II Program Budget 

 This report is a revision of the planned Title II budget submitted by the grantee with the grant 
application, before Congress has appropriated funds for the Title II program that fi scal year. 
The actual grant amount awarded to each State depends upon the appropriation level each 
year. Therefore, it is necessary for grantees to revise their planned budget to refl ect the actual 
amount of funds awarded and the program priorities established by the planning body for that 
fi scal year.

2. Part B: Consolidated List of Contracts (CLC)

 The CLC identifi es each Title II-funded contract provider, the contract amount, and the 
service/activity to be provided under that contract. This summary information helps HRSA 
monitor and track the use of grant funds for compliance with program and grants policies and 
requirements.

3. Part C: Contract/Provider Budget Package

 Contract/provider budget packages include a Contract Review Certifi cation and a categorical 
budget with a narrative justifi cation for each contract and subcontract. In addition, the 
attached Summary of Other AIDS Funding Sources must be included for each contractor/provider 
(not each individual contract).

4. Part D: Financial Status Report (FSR) 

 The standard form (SF) 269 is used by grantees to report their actual expenditures for a budget 
period (after the end of the fi scal year).

2 Section III

Budget, Contracting, and Fiscal Reports
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Purpose and History of Reports

HRSA monitors and tracks:

• How grantees plan to use funds each fi scal year

• How grantees contract to carry out those plans, and

• Actual grant expenditures.

HRSA requirements for submitting Title II program and contractor budgets and expenditure 
reports are guided by grants policies established by the U.S. Department of Health and Human 
Services (HHS), Public Health Service (PHS), and Offi ce of Management and Budget (OMB) 
Circulars.

Budget and contractor information is also used by HRSA to address:

• Compliance with PHS grants policies and OMB requirements

• CARE Act funding requirements and restrictions

• Inquiries from the Congress, HHS, and OMB regarding Title II funded grantees’ and providers’ 
use of program funds.

Budget and Fiscal Report Deadlines 

Report Due Date

Final Title II Planned Budget 
(Final Budget on SF 424A)

30 days after Notice of 
Grant Award (NGA)

Consolidated List of Contractors (CLC) 120 days after NGA

Contractor/Provider Budget Packages

• Contract Review Certifi cation

• Contractor/Subcontractor Budgets 
with justifi cation

• Summary of AIDS funding sources
for each contractor

120 days after NGA

Final Financial Status Report
(FSR on SF 269)

90 days after the end of 
the fi scal year

To assist grantees in submitting these reports on time, the HRSA/HAB Grants Management 
Branch (GMB) includes copies of the standard forms and reporting formats with instructions when 
the Notice of Grant Award (NGA) and Conditions of Award (CoA) are mailed to grantees each 
fi scal year. Also included is a diskette containing the report formats developed specifi cally by HAB 
(e.g., the Consolidated List of Contractors [CLC]).
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A.  Final Title II Program Budget

A categorical Final Program Budget must be submitted for each Title II award. It must be based 
on priorities established by the planning body, refl ect the amount of Title II funds awarded to the 
State for that fi scal year (FY) only, and be prepared using applicable Cost Principles and HAB/DSS 
program policies.

There are two components in a Final Program Budget:

• Standard Form (SF) 424-A Budget Information—Non-construction Programs (attached at the 
end of this section). This form must be revised and resubmitted with the Final Title II Program 
Budget to refl ect budget allocations based on the actual amount of funds awarded to the state 
with respect to the following three major program budget categories:

- Grantee administration for Title II Base and ADAP Earmark
- Grantee Quality Management for Title II base and ADAP Earmark
- Planning and Evaluation

• Narrative Justifi cation: A categorical budget and narrative justifi cation is required for:

- Grantee Administration for Title Ii Base And Adap Earmark
- Grantee Quality Management for Title Ii Base and ADAP Earmark
- Planning and Evaluation.

Categorical budgets for services to be provided to clients are not required with the program 
budget, since in most states the contracting process will still be under way. 

The budget narrative is the descriptive information used to explain and justify the amounts 
budgeted within each program budget category. It must include specifi c information about who, 
what, where, when, and why. All costs identifi ed in section b of SF 424-A of the budget must be 
described and justifi ed, including those listed in the “other” category.

Instructions for Preparing SF 424-A and Narrative Justifi cation
This information supplements instructions that accompany the SF 424-A: Budget 

Information—Non-construction Programs. It provides guidance on preparing the categorical 
budget and narrative justifi cation for each program budget category, and guidance on the types 
of cost (called “Object Class Categories”) within each budget category.

1. SF 424-A 
This form has two sections, which must be completed for a one-year budget period.

a Section A is used to report summary budget information.

b. Section B is used to provide a detailed breakdown of budget costs in “Object Class 
Categories” for each program budget category. Allowable costs and how those costs may 
be allocated by States and local governments receiving PHS grants is set forth in 45 CFR Part 
92. Cost principles prescribed for grant recipients are contained in Offi ce of Management 
and Budget (OMB) Circular A-87 for State and local governments.
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c. Because there are fi ve major program budget categories, grantees will need to complete 
two pages of the SF 424-A. Page one should be used to report the amounts budgeted for 
Grantee Administration and Quality Management, ADAP, and Planning and Evaluation 
activities in the four columns listed in Section B. Page two should be used to report in 
Section B the amounts budgeted for consortia, home- and community-based care, health 
insurance continuity, ADAP from Title II Base, and State Direct Services that will be provided 
to clients  and program budget totals in column 5.

2. Guidance on Program Budget Categories 
A budget and narrative must be included for funds allocated to Grantee Administration, Quality 
Management, ADAP, and Planning and Evaluation, including a line-item breakout of the budget 
detailing the amount of funds budgeted for each item or activity within the category.

   Important: Grantees are reminded that the amount available in the aggregate for fi rst-line 
entities to spend on administrative costs is subject to a 10 percent cap. This cap is calculated 
by subtracting the following from the total grant amount, and multiplying the difference 
by 10 percent.*: grantee administrative costs (up to 10 percent), planning and evaluation 
costs (up to 10 percent) (with both administrative and planning evaluation costs together 
not to exceed 15 percent), and grantee Quality Management costs (up to fi ve percent or $3 
million, whichever is less).

a. Grantee Administrative Costs. These are funds to be used by the grantee for routine grant 
administration and monitoring activities. Such activities include development of the Title II 
application, receipt and disbursal of program funds, the development and establishment of 
reimbursement and accounting systems, preparation of routine programmatic and fi nancial 
reports, and costs associated with assuring compliance with grant conditions and audit 
requirements. 

   Grantee administrative costs may include activities associated with the grantee’s contract 
award procedures, including the development of requests for proposals, contract proposal 
review activities, and negotiation and award of contracts, as well as the development and 
implementation of grievance procedures.

   In addition, grantee administrative funds may be used for post-award activities such as 
monitoring of contracts, written documentation of on-site visits, reporting on contracts, and 
funding reallocation activities. 

   Finally, grantee administrative costs should address expenses related to participation in 
the CARE Act Statewide Coordinated Statement of Need (SCSN). Grantee administrative 
costs cannot exceed 10 percent of the grantee’s award, as mandated by the CARE Act. [See 
Section 2604 (e)(2)].

b. Planning and Evaluation Costs. These costs may not exceed 10 percent of the grantee’s 
award. (See note, above.)

c. Grantee Quality Management Activities. The grantee may allocate a portion of Title II 
funds awarded to the State to support Quality Management programs that assist direct-
service medical providers in assuring that funded services adhere to established HIV clinical 
practice standards and Public Health Services (PHS) Guidelines.

* For examples, see the chapter on Administrative Costs.
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• Quality Management programs must ensure that strategies for improvements to quality 
medical care include health-related supportive services and that available demographic, 
clinical, and health care utilization information is used to monitor HIV-related illnesses and 
trends in the local epidemic.

• Grantees are allowed to allocate up to 5 percent of the total grant award or $3 million 
(whichever is less) for quality management activities. 

d. Service Costs. Service costs are the proposed expenditures for services to be provided to 
clients based upon the priorities established by the State planning body. The total amount 
to be awarded for services through grants, contracts, and any memoranda of understanding 
or other agreements should be entered on line 6f of column 1 on page 2 of the SF 424-
A. Further contract information is not needed with the Final Program Budget, but will be 
submitted later with the Consolidated List of Contractors and Contractor Budget Packages 
described in Parts B and C of this chapter.

e. ADAP.  Costs associated with the ADAP program.

3. Funding Restrictions 
Title II funds are subject to certain requirements, restrictions, and limitations based on specifi c 
CARE Act provisions. This includes, for example, the requirement to use a proportion of Title II 
funds to provide services to women, infants, children and youth, and a prohibition on the use of 
funds to purchase land.

4. Object Class Categories (Section B, lines 6a through 6k) 
Below are guidelines for budgeting costs associated with each Object Class for each program 
budget category on the SF 424-A, and for preparing the narrative justifi cation.

• Personnel. Enter the total amount of Title II funds budgeted for personnel costs for each 
budget category where applicable. In the accompanying narrative justifi cation for each 
position within each budget category, provide:

- Job title
- Last name of the employee
- Brief description of the duties and responsibilities of the employee as they relate to the 

Title II-funded work
- Annual salary
- Percentage of time to be devoted to and paid for by the Title II grant, and
- Amount to be charged to the grant.

If the position is vacant, state that and provide an estimated date when it will be fi lled. Do not 
assume that the job title (e.g., nurse, caseworker) adequately describes the job responsibilities, but 
do not submit job descriptions or qualifi cations for the position; complete the same information as 
for positions that are fi lled.

• Fringe Benefi ts. Provide the aggregate amount of fringe benefi t across all positions 
within each budget category on line 6a of the SF 424-A. It is not necessary to provide the 
calculations for arriving at the amount of fringe benefi t.
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• Travel. Provide the aggregate amount of travel costs within each budget category on line 
6b of the SF 424-A. All travel must directly benefi t and be specifi c to the work supported by 
this grant. In the accompanying narrative, list all travel relative to each budget category that 
is anticipated to occur during the budget/contract period. Be specifi c about who will travel, 
where, when, and why the travel is necessary.

- Travel outside the State should be calculated using per diem rates, and allocated as 
follows for each individual traveling: air fare, ground transportation, lodging, per diem, 
and a total. Grantees should limit the use of Title II funds for travel to HRSA-sponsored 
technical assistance and other grantee meetings that may be identifi ed in the Title II 
Application Guidance for that fi scal year.

- Grantees should budget for expenses related to the support of persons living with HIV 
(PLWH), including travel to HRSA-sponsored technical assistance or grantee meetings as 
identifi ed above.

- All travel for contractors must be local and directly related to the services provided 
under the specifi c contract. Budgeting for international travel for the grantee, planning 
body, or contractor is not allowed.

• Equipment. Provide the aggregate amount of equipment costs within each budget 
category on line 6d of the SF 424-A. In the accompanying narrative for each budget 
category, list only the equipment that is being purchased with grant funds. Be specifi c in 
describing what equipment is being purchased, who will use it, and why it is necessary to 
purchase it.

   A purchase versus lease analysis should be done for large dollar items. Cost sharing must be 
applied if equipment will be used for other than Title II activities.

• Supplies. Provide the aggregate amount of supply costs within each budget category 
on line 6e of the SF 424-A. In the accompanying narrative for each budget category, a 
general description must be provided for the types of items classifi ed as supplies. Computer 
software should be included in this category.

• Contractual. Enter the aggregate amount of contractual costs within each budget category 
on line 6f of the SF 424-A. This includes the total amount of funds to be used to provide:

- Grantee Administration, Grantee Quality Management activities, ADAP, Planning 
and Evaluation budgets on page 1 of the SF 424-A (line 6f in columns 1, 2, 3, and 4, 
respectively).

- Services for clients on page 2 of the SF 424-A (line 6f in column 1).

The total amount budgeted for all contract arrangements under each budget category, on 
page 2 of the SF 424-A (line 6f in column 5).

• Construction. Title II funds may not be used for construction by either grantees or 
contractors/subcontractors.

• Other. Provide the aggregate amount of other costs within each budget category on line 
6h of the SF 424-A. In the accompanying narrative for each budget category, be specifi c 
in describing each item listed in terms of what it is, who will benefi t, and why it is necessary. 
This category should include items such as rent, printing of brochures, telephone, postage, 
utilities, training, interpreter fees, insurance, and equipment maintenance (items that are 
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not included in supplies or equipment and are not included in the base for the indirect 
cost rate). Grantees must provide a cost and descriptive justifi cation of each item listed. 
The items of cost must be distributed between direct program costs and direct 
administrative costs.

• Total Direct Charges. This is the sum of costs for each program budget category. For each 
category, enter the sum of lines 6a through 6h on line 6i of columns 1 through 4 on page 
1, and columns 1 and 4 on page 2, of the SF 424-A.

• Indirect Costs. Use line 6j to report total allowable indirect costs for each program budget 
category. For grantees, indirect costs are allowable only within the up to 10 percent 
restriction/cap for grantee administration. For contractors and subcontractors, indirect 
costs are allowable only (1) with a Federally-approved indirect cost rate in accordance 
with applicable Cost Principles; and (2) in accordance with legislative limitations of 
administration.

B.  Consolidated List of Contractors Report

Title II grantees must submit a Consolidated List of Contracts (CLC) using the format provided 
by HRSA each fi scal year as a Condition of Award. The diskette containing the CLC format in 
both Microsoft Excel and Word is sent to all grantees with their Notice of Grant Award and must 
be used to prepare and submit an electronic copy of the CLC. Insert additional lines in the Excel 
spreadsheet or Word document as needed.

The CLC is submitted together with the budget packages for all contracts and subcontracts 
awarded by the grantee that year. This includes contracts awarded for grantee administration or 
quality management activities, ADAP, planning and evaluation, as well as contracts/subcontracts 
for Services to be provided to clients.

The CLC must include the following information for each contractor/subcontractor.

1. The full name of the contractor/subcontractor as it appears on the Contract Review 
Certifi cation and as reported on the CARE Act Data Report  (CADR).

2. The full address of the contractor/subcontractor (no post offi ce box numbers).

3. The tax identifi cation number (EIN number) of the contractor/subcontractor.

4. Whether or not the contractor/subcontractor is a minority provider. For the purposes of the 
CLC, a minority provider is defi ned as having more than:

a. 50 percent of positions on the executive board or governing body of the contractor fi lled by 
persons of a racial/ethnic minority, and

b. 50 percent of key management, supervisory and administrative positions (e.g., executive 
director, program director, fi scal director) and more than 50 percent of key service provision 
positions (e.g., outreach worker, case manager, counselor, nurse, physician, social worker) 
fi lled by persons of a racial/ethnic minority.
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5. Whether or not the contractor/subcontractor received any Minority HIV/AIDS Initiative 
(MAI) funds.

6. Whether or not the contractor/subcontractor is a faith-based organization.

7. Whether or not clients are/will be served directly under this contract/subcontract.

8. The name of the service to be provided under the contract/subcontract. Use the service 
categories provided in the Appendix. If the provider had four contracts for the provision of 
four services, the provider would be listed four times, once for each contracted service.

9. The amount of Title II funds only awarded under the contract/subcontract.

10. The overall total of ALL contractor/subcontractor budgets included on the CLC list.
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C.  Title II Contractor Budget Packages

Grantees must submit a budget package for each Title II contract/subcontract awarded by the 
grantee to provide a service to clients or to perform some other program activity—for example, 
activities related to Grantee Administration or Quality Management.

Complete budget packages must be received on time, as specifi ed each year in the Condition 
of Award. However, “on-time” points will be awarded only for budget package submissions that 
obligate all funds. “Obligated” means all funds are accounted for by the receipt of the Grants 
Management Offi ce in HAB by the due date of a:

• Contract Review Certifi cation (CRC) for each entity awarded a contract/subcontract

• Budget narrative and justifi cation for each service/activity to be provided by each contractor/
subcontractor

The grantee will incur cost at its own risk until this condition is satisfi ed and removed. 
Extensions for late submissions will not be approved.

Contract Review Certifi cation
The Contract Review Certifi cation (CRC) serves as the cover page for each budget package. 

Only one CRC is required for each entity receiving Title II funds that year (i.e., not for each 
individual contracted service/activity to be provided by that entity).

A sample format is included. A paper copy of the format along with a diskette containing 
a Microsoft Word electronic copy of the CRC is provided to grantees each year. Grantees 
must submit signed originals of the CRCs when they submit their budget packages. Below are 
instructions for completing the CRC.

1. Line 1 in Section B1 of the CRC refers to the administrative requirements for the entity 
(grantee or administrative agent) who conducted the Request for Proposals (RFP) process 
to award the contracts/subcontracts, negotiated the budgets, and awarded the contracts. It 
requires the signature of the Grantee Program Director.

2. Enter the name of the State on the fi rst line, and the grantee agency’s name on line 2.

3. Enter the name of the contractor on line 3; do not use acronyms. In the space below, indicate 
whether or not the contractor is a minority provider as defi ned by HRSA/HAB.

4. Enter the total amount of Title II funds awarded for that fi scal year on line 4a and the amount 
of any Title II funds awarded under the Minority AIDS Initiative on line 4b.

5. Use the spaces provided under line 5 to describe the purpose and scope of the contract (i.e., 
all services or activities to be provided).

6. Indicate in the spaces next to line 6 whether these activities are services to be provided to 
clients, or activities being undertaken with respect to Grantee Administration or Quality 
Management, ADAP, or Planning and Evaluation.

7.  The Grantee Program Director must sign and date this portion of the CRC.



Section III: Reporting Requirements
Chapter 2: Budget, Contracting, and Fiscal Reports

15RYAN WHITE CARE ACT TITLE II MANUAL

8. Section B2 refers to the cost principles applicable for the type of organization receiving Title II funds 
to provide services. It requires the signature of the grantee’s fi scal representative and date signed.

a. Procedures used to advertise and award funds. To certify that the grantee met the minimum 
standards required by the Offi ce of Management and Budget (OMB), the fi scal representative 
must select and check either Circular A-102 or Circular A-110, whichever applies to this 
contractor/subcontractor entity.

b. Cost principles and standards. To certify that funds contracted for services/activities with this 
contractor/subcontractor were determined allowable according to OMB-established principles 
and standards, the fi scal representative must check the one Circular that applies in this case 
(i.e., A-122 Cost Principles for Non-Profi t Organizations; A-87 Cost Principles for State, local and 
Indian Tribe governments; A-21 Cost Principles for Educational Institutions; or 48 CFR Part 31 
Cost Principles for For-Profi t Organizations).

c. Accuracy of budget information. In signing the CRC, the fi scal agent attests that there are no 
math errors in the budget contract(s) awarded to this contractor/subcontractor.

9. The CRC is to be signed by the grantee, NOT a contracted administrative agent; it must include 
the signatures of two different individuals in sections B1 and B2.

Contractor Budgets and Narrative Justifi cation
1. Grantees must submit a categorical budget and narrative justifi cation for each service/activity to 

be provided by a contractor/subcontractor. Budgets must be prepared using the applicable Cost 
Principles and HAB/DSS program policies.

2. All budget narratives must be consistent in format and level of detail, and must explain and justify 
the amounts budgeted.

3. Include the name of the contractor/subcontractor on the budget, as it appears on the CRC.

4. Keep budgets for subcontracts with the primary contract and CRC, making certain they are 
identifi ed as subcontracts.

5. Indirect charges on contracts are allowable only with a Federally approved indirect cost rate 
agreement.

6. Object Class Categories: Guidelines for budgeting costs associated with each Object Class within 
each contract/subcontract budget and the accompanying narrative justifi cation are the same 
as those provided for the Title II Program Budget as described in this chapter (i.e., personnel, 
fringe benefi ts, travel, equipment, supplies, “other,” and contractual, which is used to report 
subcontracts, and indirect costs). 

7. Unit cost reimbursement contracts must report the total amount of the contract, the precise 
unit cost, and the proportion of the unit cost represented by each of the object classes (as noted 
above). The narrative justifi cation must explain and defi ne how the unit cost was established, 
and the rationale for the number of clients to be served.

8. Each contract/subcontract budget and narrative justifi cation must be prepared using the guidance 
provided above in Part A of this chapter regarding the SF 424-A and Narrative Justifi cation.
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D.  Financial Status Report

Title II grantees are required, as a Grants Management requirement and as noted as a 
Condition of Award, to submit an annual fi nal Financial Status Report (FSR) using Standard Form 
(SF) 269. The form and instructions also may be downloaded as a PDF fi le from the Federal 
government’s Program Support Center located at http://forms.psc.gov/forms/SF/sf.htm.

The annual fi nal FSR submitted by grantees must report on grant expenditures during that 
completed one-year budget period. It may not include any unliquidated obligations. In addition, 
it must agree with grantee reports fi led with the Payment Management System using the SF 272 
Report of Disbursements.

The deadline for submitting the annual fi nal FSR is usually 90 days after the end of the fi scal 
year. For the exact deadline each year, check the Conditions of Award attached to your Title II 
Notice of Grant Award. An extension may be obtained provided the grantee submits a written 
request to the HAB Grants Management Offi cer before the deadline that explains briefl y why an 
extension is needed. However, requests for extensions beyond six months after the end of the 
fi scal year will not be approved. 

For instructions on how to prepare the annual fi nal FSR using SF-269, see the next page.
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Financial Status Report Instructions

Public reporting burden for this collection of information is estimated to average 30 minutes 
per response, including time for reviewing instructions, searching existing data sources, gathering 
and maintaining the data needed, and completing and reviewing the collection of information. 

SEND YOUR COMPLETED FORM TO THE HRSA GRANTS MANAGEMENT OFFICER. 

Please type or print legibly. The following general instructions explain how to use the form 
itself. You may need additional information to complete certain items correctly, or to decide 
whether a specifi c item is applicable to this award. Usually, such information will be found in the 
Public Health Service Agency’s grant regulations or in the terms and conditions of the award (e.g., 
how to calculate the Federal share, the permissible uses of program income, the value of in-kind 
contributions). You may also contact HRSA directly. 

• Items 1, 2, and 3 are self-explanatory.

• Item 4: Enter the Employer Identifi cation Number (EIN) assigned by the Internal Revenue Service. 

• Item 5: Space reserved for an account number or other identifying number assigned by the recipient. 

• Item 6: Check “yes” only if this is the last report for the period shown in item 8. 

• Item 7: Self-explanatory. 

• Item 8: Unless you have received other instructions from the awarding agency, enter the 
beginning and ending dates of the current funding period. If this is a multi-year program, the 
Federal agency might require cumulative reporting through consecutive funding periods. In 
that case, enter the beginning and ending dates of the grant period, and in the rest of these 
instructions, substitute the term “grant period” for “funding period.” 

• Item 9: Self-explanatory. 

• Item 10: The purpose of columns, I, II, and III is to show the effect of this reporting period’s 
transactions on cumulative fi nancial status. The amounts entered in column I will normally be 
the same as those in column III of the previous report in the same funding period. If this is the 
fi rst or only report of the funding period, leave columns I and II blank. If you need to adjust 
amounts entered on previous reports, footnote the column I entry on this report and attach an 
explanation. 

• Item 10a: Enter total gross program outlays. Include disbursements of cash realized as 
program income if that income will also be shown on lines 10c or 10g. Do not include 
program income that will be shown on lines 10r or 10s.

 For reports prepared on a cash basis, outlays are the sum of actual cash disbursements for 
direct costs for goods and services, the amount of indirect expenses charged, the value of 
in-kind contributions applied, and the amount of cash advances and payments made to 
sub-recipients. For reports prepared on an accrual basis, outlays are the sum of actual cash 
disbursements for direct charges for goods and services, the amount of indirect expenses 
incurred, the value of in-kind contributions applied, and the net increase or decrease in the 
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amounts owed by the recipient for goods and other property received, for services performed 
by employees, contractors, subgrantees, and other payees, and other amounts becoming 
owed under programs for which no current services or performances are required, such as 
annuities, insurance claims, and other benefi t payments.

• Item 10b: Enter any receipts related to outlays reported on the form that are being treated 
as a reduction of expenditure rather than income, and were not already netted out of the 
amount shown as outlays on line 10a.

• Item 10c: Enter the amount of program income that was used in accordance with the 
deduction alternative. Note: Program income used in accordance with other alternatives is 
entered on lines q, r, and s. Recipients reporting on a cash basis should enter the amount of 
cash income received; on an accrual basis, enter the program income earned. Program income 
may or may not have been included in an application budget and/or a budget on the award 
document. If actual income is from a different source or is signifi cantly different in amount, 
attach an explanation or use the remarks section.

• Items 10d, 10e, 10f, 10g, 10h, 10i, and 10j are self-explanatory. 

• Item 10k: Enter the total amount of unliquidated obligations, including unliquidated 
obligations to subgrantees and contractors. Unliquidated obligations on a cash basis are 
obligations incurred, but not yet paid. On an accrual basis, they are obligations incurred, but 
for which an outlay has not yet been recorded. 

 Do not include any amounts on line 10k that have been included on lines 10a and 10j. On the 
fi nal report, line 10k must be zero.

• Item 10l: Self-explanatory.

• Item 10m: On the fi nal report, line 10m must also be zero.

• Items 10n, 10o, 10p, 10q, 10r, 10s, and 10t are self-explanatory. 

• Item 11a: Self-explanatory.

• Item 11b: Enter the indirect cost rate in effect during the reporting period.

• Item 11c: Enter the amount of the base against which the rate was applied.

• Item 11d: Enter the total amount of indirect costs charged during the report period.

• Item 11e: Enter the Federal share of the amount in 11d. Note: If more than one rate was in 
effect during the period shown in item 8, attach a schedule showing the bases against which 
the different rates were applied, the respective rates, the calendar periods they were in effect, 
amounts of indirect expense charged to the project, and the Federal share of indirect expense 
charged to the project to date.
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Introduction

All providers funded by CARE Act grantees are required to submit a completed Ryan White 
CARE Act Data Report (CADR) annually. It is the responsibility of each grantee to collect one 
CADR from each of the providers with which it contracts to provide CARE Act services or program 
support. Title II consortia also must submit one CADR for each of the providers with which they 
contract.

The purpose of the CADR is to collect information on all clients who receive at least one CARE 
Act-eligible service during a calendar year. CADR data provides information on the number and 
characteristics of clients served, the types of services provided, the number of clients receiving 
each service, and the characteristics of provider agencies. The CADR also requires all medical 
service providers to provide information on the number of clients:

• Screened and/or treated for co-morbid conditions

• Diagnosed with AIDS-defi ning conditions, and

• Prescribed combination antiretroviral therapy.

In addition, medical service providers must report the number of clients who received pelvic 
exams and pap smears, as well as the number of pregnant clients who received antiretroviral 
medications to prevent perinatal transmission.

Data reported in the CADR are used to broadly assess the impact and quality of CARE 
Act programs as grantees and their providers strive to serve the vulnerable and undeserved 
populations most severely impacted by the HIV/AIDS epidemic. The Government Performance 
and Results Act (GPRA) requires all Federal programs to document progress towards specifi c 
measurable objectives. CADR data are used to demonstrate program effectiveness and quality 
under GPRA. CADR also provides comprehensive CARE Act program information for AIDS 
advocacy organizations and the Federal government’s administrative and legislative branches.

The following is a brief summary description of the CARE Act Data Report. The CADR and 
instructions for completing the report can be found on the HRSA HIV/AIDS Bureau (HRSA/HAB) 
website at http://hab.hrsa.gov.

3 Section III

CARE Act Data Report
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Description of the CARE Act Data Report

The introduction and launch of the CARE Act Data Report form in the summer of 2001 mark 
the successful development of a more simplifi ed and effi cient mechanism for gathering data across 
all CARE Act programs. The collaboration of providers, grantees, HRSA/HAB personnel, and HIV/
AIDS staff from other Federal agencies has produced a data-gathering tool with several advantages 
over prior systems. The plural “systems” is the operative word. Three distinct data-gathering 
protocols had been used by CARE Act grantees through the 2001 reporting period: one for Titles 
I and II, a second for Title III, and another for Title IV. The existence of three unique approaches to 
data reporting in programs managed by a single entity lies in the history of the CARE Act. From 
1991—the fi rst year in which CARE Act funds were appropriated—until 1998, three different 
organizations within the U.S. Department of Health and Human Services (HHS) administered 
particular programs, each with its own management system. The consolidation of management 
for all CARE Act programs in a new HIV/AIDS Bureau (HAB) in 1998 presented opportunities to 
increase collaboration across programs, decrease administrative costs, and present a more unifi ed 
front for HIV/AIDS services. HAB set out immediately to streamline management practices in many 
areas, and data gathering was no exception.

The CARE Act Data Report is divided into eight sections:

1. Service Provider Information

2. Client Information

3. Service Information

4. HIV Counseling and Testing Information

5. Medical Information

6. Demographic Tables/Title-specifi c Data for Titles III and IV

7. ADAP/APA Information, and

8. Health Insurance Program Information.

Each section is then divided into various parts to be answered by the appropriate Title 
program. Not all Title programs are required to respond to each section; some parts are specifi c to 
Titles III and IV. Only programs administering an AIDS Drug Assistance Program (ADAP), an AIDS 
Pharmaceutical Assistance (APA), or Health Insurance Program (HIP) complete Sections 7 and 8.

The new data reporting system has advantages and disadvantages in the minds of users, in 
this case HAB’s partners—grantees and providers delivering services to individuals living with 
HIV disease. Organizations funded through more than one CARE Act Title recognize distinct 
advantages, primarily a much lighter administrative burden. For example:

1. Users now comply with only one data-gathering mechanism, instead of three.

2. Providers no longer have to devote large amounts of staff time to mastering several systems.

3. Providers now comply with only one set of regulations and requirements.
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4. Grantees and providers can use a free MS-Access-based software (CAREWare), developed by 
HAB, to collect and report data.

5. HAB will provide online data entry (via the Internet) of the annual CADR.

One of the most important and critical benefi ts of the new system is a greatly enhanced ability 
for HAB to supply better and more comprehensive information to advocates, the Administration, 
and the legislative branch regarding the CARE Act. By continually improving information on 
how the CARE Act is used (for whom and for what purposes), the Bureau is in a better position 
to address the legitimate concerns of those representing a broad spectrum of interests, from 
legislators and their staff members to health planners and policymakers. Ultimately, this will 
positively affect not only the viability of the CARE Act, its grantees, and providers, but also the 
health status of individuals who rely on CARE Act services.

History and Development of the CADR

In 1997, HRSA/HAB developed a HAB workgroup to plan the development of a uniform 
reporting system throughout the Bureau. The workgroup consisted of staff from the Offi ce of 
Science and Epidemiology (OSE) as well as data contacts in all other divisions within HAB. Over 
the next four years, HAB developed several versions of the CARE Act Data Report and instructions. 
Each version went through a Bureau-wide review process, and HAB also conducted reviews by 
grantees, service providers, AIDS national constituency groups, and other Federal agencies by 
using web surveys and conference calls. HAB received feedback from reviewers on individual 
questions, question instructions, defi nitions of terms used, timeframes for implementation of the 
new report form, and the amount of resources necessary to initiate reporting.

In the Fall of 2000, the report form and accompanying instructions were ready for pilot 
testing. The purposes of the pilot testing were to:

1. Allow users (i.e., grantees and service providers) to provide feedback to HAB prior to the OMB 
review process

2. Enhance participation in producing the fi nal products of the new reporting system;

3. Work out the bugs in the fi eld, and

4. Determine the capability of grantees and service providers to collect the data necessary for 
inclusion in the new report.

Twelve States volunteered to participate in the pilot testing. They in turn invited grantees and 
service providers across their Title programs to participate in site visits that would be conducted by 
a three-member team from HAB. The team conducted interviews (in the State capitals and EMAs) 
with grantees and service providers from all Title programs within the State. Interviews focused on:

• Background information on grantees’ and service providers’ data collection capabilities

• Extent to which service providers could collect client-level data in order to complete the 
aggregate report



Section III: Reporting Requirements
Chapter 3: CARE Act Data Report

24 RYAN WHITE CARE ACT TITLE II MANUAL

• Software used at individual sites

• Methods used in data collection

• Methods used to monitor accuracy of the data collected

• Contents of the new report form and instructions, and

• Data analysis.

Upon completion of the pilot testing, all recommendations were incorporated into a fi nal 
version of the CARE Act Data Report and Instructions, which was submitted to OMB for review 
and approval. This version of the CADR received approval in August 2001 and was immediately 
distributed to all CARE Act grantees for implementation in January 2002. HAB staff spent the Fall of 
2001 training CARE Act grantees on the new report form.

Grantee and Provider Responsibilities

Grantee Responsibilities
All CARE Act grantees are responsible for training their service providers and any other 

reporting entities on collecting and reporting data for the annual CADR. Grantees are also 
responsible for:

• Ensuring that contract providers annually complete the CADR

• Reviewing their providers’ reports to ensure accuracy prior to submitting them to HAB

• Submitting completed CADRs to HAB by March 15 (starting in 2003), and

• Cooperating in the verifi cation of their data following submission. Grantees who submit all 
their data via the Web are exempt from the data verifi cation process.

Provider Responsibilities
All service providers funded by CARE Act grantees are responsible for:

• Establishing and maintaining a client-level data collection system that permits the compilation 
of all data needed to complete the CADR

• Collecting complete data from all subcontractors, and

• Submitting a completed CADR to their grantee of record by a locally-established due date to 
permit review by the grantee.

CADR Data Submission Process
The CARE Act Data Report eliminates Title-specifi c reporting. Therefore, service providers 

should complete one annual report that includes all CARE Act services provided and all clients 
served during the calendar year, regardless of which Title funded the services. The provider then 
submits a copy of the completed report to its grantee(s) of record. The grantee of record then 



Section III: Reporting Requirements
Chapter 3: CARE Act Data Report

25RYAN WHITE CARE ACT TITLE II MANUAL

submits the same report, with a cover page, to the HAB data contractor. Each Title I and II grantee 
compiles its providers’ reports, completes a cover page, attaches it to the reports, and submits the 
reports to HAB’s data contractor. Thus, service providers that are multi-funded have concurrent 
reporting responsibilities but a single reporting tool.

All grantees have multiple options for submitting data for the CARE Act Data Report to HAB’s 
data contractor, who will sort out duplicate reports so that they are not entered into the database 
more than once. Grantees can choose to enter their data via one of the following:

1. A Web-based data entry system with built-in data edit checks, assuring that the data will be 
internally consistent

2. Hard copies mailed directly to HAB’s data contractor, and

3. Electronic data submission, using the RW CAREWare export fi le format.

Title IV grantees that have a centralized project management system with unduplication of 
clients should continue to fi ll out a single data report form along with the cover page, as they 
have done in the past. Title IV grantees with multiple reporting entities must have each reporting 
entity complete a separate data report form (i.e., each reporting entity becomes in essence a 
“service provider”). Each service provider counts all clients served and reports only on the services 
it provided to these clients. The Title IV grantee then compiles the CARE Act Data Report forms, 
completes a single cover page, and submits the data to HAB’s data contractor.

Data verifi cation, by the HAB data contractor, will be conducted once the CARE Act Data 
Reports have been submitted for a given year. Providers that are funded by only one Title will 
be contacted, by their Title grantee of record, to resolve any errors encountered by the data 
verifi cation process. For those providers with multiple funding sources, the data contractor will 
contact the Title grantee responsible (as the closest source of the information) to resolve any 
errors.

The following are examples of possible cases in which a provider or grantee will be contacted 
to verify data information:

• Example 1. A Title IV community-based organization also receives funding from Title I and 
Title II. In this case, the Title IV grantee will be contacted for error corrections during data 
verifi cation.

• Example 2. A Title III grantee also receives funding from Title I. The Title III grantee will be 
contacted for error corrections during data verifi cation.

• Example 3. A community-based HIV service organization receives funding from Title I and 
Title II. Using a random choice design, either the Title I or Title II grantee will be contacted 
for error corrections during data verifi cation. This scenario effectively reduces the burden of 
data verifi cation by half for both the Title I and II grantees.

• Example 4. A service agency receives funding from HRSA as both a Title III and Title IV 
grantee. The Title III grantee will be contacted for error corrections during data verifi cation.
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Training and Technical Assistance

Offi ce of Science and Epidemiology (OSE) staff (within HAB) are responsible for training CARE 
Act grantees on the implementation and use of the CARE Act Data Report, and in turn, grantees 
are responsible for training their service providers. OSE makes available the CADR and detailed 
instructions; these are available on the HAB website.

OSE also provides the software package CAREWare (for free) for use in collecting client- level 
data necessary for completion of the CADR. Use of CAREWare is not required. However, grantees 
and service providers can use CAREWare to generate their annual report for submission to HAB. 
OSE staff are responsible for offering CAREWare training on an as-needed basis.

HAB also provides the following training and technical assistance:

• A data-related technical assistance Website

• A telephone helpline for assistance with completing the annual report

• A CAREWare telephone helpline for assistance in implementing the use of CAREWare at a 
grantee’s or service provider’s site, and

• Upon request, on-site data-related technical assistance from HAB’s data contractor.
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Introduction

Title II grantees must prepare and submit two required allocations reports each year:

1. Planned Title II Allocations Report, for the fi scal year just underway.

2. Final Title II Allocations Report, for the fi scal year just ended.

Provided below are the purpose of these reports and how they are used, report deadlines, and 
detailed instructions on how to prepare the reports using electronic templates provided by the 
Health Resources and Services Administration (HRSA).

Purpose of Allocation Reports

HRSA must receive allocation information in order to track and monitor the use of CARE Act 
funds. HRSA also uses the information to prepare Agency reports and respond to inquiries from 
the U.S. Department of Health and Human Services (HHS), the Offi ce of Management and Budget 
(OMB), Congress, the media, and the public at large. This includes reporting: 

• Categories of services being delivered through the Title II program

• Changes in the types of services being provided over time, and

• Trends in the amount of funds being used to deliver these services.

This information has been used to prepare the following:

• Testimony for annual appropriations and reauthorization hearings convened by Congress

• Annual budget requests

• Reports to OMB

• Presentations at national grantee meetings

• Technical assistance reports

• Presentations and workshops at national conferences.

4 Section III

Allocations Reports
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Allocation Reports Deadlines 

Report Due Date 
(see the COA)

Title II Planned Allocations for the Current Fiscal Year See Conditions of 
Grant Award

Title II Final Allocations for the Previous Fiscal Year See Conditions of 
Grant Award

 General Instructions for Preparing Allocations Reports

Instructions for completing Allocations Reports will be sent to grantees under separate cover.

Grantee Identifying Information
The Planned and Final Allocations Reports (electronic and paper copies) must include identifying 

information in order to distinguish your reports from those submitted by other grantees. This 
includes the name of your State, the fi scal year being reported, and the name and telephone 
number of the appropriate person to contact if HRSA has questions about any of the information 
in the report.

Instructions for entering information electronically will be submitted with disks that 
are provided.
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(Note: All these policies were reviewed and reissued on June 1, 2000.)

DSS Program Policy Guidance No. 1
Eligible Individuals and Services for Individuals Not Infected 
with HIV

Formerly Policy No. 97-01, First Issued: February 1, 1997

DSS Program Policy Guidance No. 2
Allowable Uses of Funds for Discretely Defi ned Categories of Services

Formerly Policy No. 97-02, First Issued: February 1, 1997

DSS Program Policy Guidance No. 4
Clarifi cation of Legislative Language Regarding Contracting with For Profi t Entities

Formerly a “Dear Colleague Letter” First Issued March 6, 1997 to 
All Title I and II CARE Act Grantees

DSS Program Policy Guidance No. 5
AIDS Drug Assistance Program: Eligibility and Formulary Parity and Uses of Funds

Formerly Policy No. 97-04, First Issued: April 2, 1997

DSS Program Policy Guidance No. 6
Clarifi cation of DSS/HAB Guidance Regarding AIDS Drug Assistance Program: 
Administration, Eligibility and Cost-Savings

Formerly a “Dear Colleague Letter” First Issued October 17, 1997 to 
All Title I and II CARE Act Grantees and Reissued in July, 1999

DSS Program Policy Guidance No. 7
Residence of Planning Council Members and Consortia Members

Formerly Policy No. 98-01, First Issued: February 1, 1998

DSS Program Policy Guidance No. 8
Staff Training

Formerly Policy No. 98-02, First Issued: February 1, 1998

DSS Program Policy Guidance No. 9
Guidelines for Reimbursement of Individuals Serving on a 
Ryan White Title I Planning Council and/or Title II Consortium

Formerly a Program Guidelines Memorandum. Issued in January of 1997 and 2000

1 Section IV

Title I and II Policies

See the HRSA/HAB Web Site at 
http://www.hab.hrsa.gov 

for the latest policies.
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DSS Program Policy Guidance No. 1
Eligible Individuals and Services for Individuals Not Infected with HIV

June 1, 2000 (Formerly Policy No. 97-01, First Issued: February 1, 1997)

The principal intent of Titles I and II of the Ryan White Comprehensive AIDS Resources Emergency 
(CARE) Act is the provision of services to persons infected with the Human Immunodefi ciency 
Virus (HIV), including those whose illness has progressed to the point of clinically defi ned Acquired 
Immune Defi ciency Syndrome (AIDS). Grantees, planning councils, or consortia when setting and 
implementing priorities for allocation of funds may optionally defi ne eligibility for certain services 
more precisely, but they may not broaden the defi nition of who is eligible for services. Grantees 
are expected to establish and monitor procedures to ensure that all providers verify and document 
client eligibility. This policy clarifi es eligibility for services provided to individuals. It does not defi ne 
eligibility for services such as outreach, which are directed to groups of people or which seek to 
identify those who may become eligible for individual services.

Non-infected individuals may be appropriate candidates for CARE Act services in limited situations, 
but these services must always have at least indirect benefi t to a person with HIV infection. Funds 
awarded under Title I or Title II of the Ryan White CARE Act may be used for services to individuals 
not infected with HIV only in the circumstances described below.

a. The service has as its primary purpose enabling the non-infected individual to participate in 
the care of someone with HIV disease or AIDS. Examples include caregiver training for in-home 
medical or support service; and support groups, counseling, and practical support that assist 
with the stresses of caring for someone with HIV.

b. The service directly enables an infected individual to receive needed medical or support 
services by removing an identifi ed barrier to care. Examples include payment of premiums for 
a family health insurance policy to ensure continuity of insurance coverage for a low-income 
HIV+ family member, or child care for non-infected children while an infected parent secures 
medical care or support services.

c. The service promotes family stability for coping with the unique challenges posed by HIV/
AIDS. Examples include permanency planning for infected and uninfected children of HIV 
parents, mental health services which focus on equipping uninfected family members and 
caregivers to manage the stress and loss associated with HIV, and short-term post-death 
bereavement counseling. Services to non-infected clients that meet this criterion may not 
continue subsequent to the death of the HIV-infected family member beyond the period of 
short-term bereavement counseling and/or permanency planning for uninfected children.
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DSS Program Policy Guidance No. 2
Allowable Uses of Funds for Discretely Defi ned Categories of Services

June 1, 2000 (Formerly Policy No. 97-02, First Issued: February 1, 1997)

This policy statement concerns the use of funds awarded under Title I or Title II of the Ryan White 
Comprehensive AIDS Resources Emergency (CARE) Act for the provision of services to eligible 
individuals. Guidance regarding allowable uses of funds awarded under other Titles of the CARE 
Act must be obtained from the Federal program offi ces responsible for their administration.

Existing Federal Policy on Allowable Uses of Funds
The Offi ce of Management and Budget (OMB) has developed cost principles and uniform 
administrative requirements for all organization types (State and Local governments, nonprofi t and 
educational institutions, and hospitals) in all Federally funded programs. These are known as OMB 
Circulars, and are management directives to Federal agencies, which apply to all recipients. Fiscal 
offi cers for all grantees should be thoroughly familiar with all relevant Circulars. The grantee may 
be more strict in the administration of grant funds, but may not be more lenient. Grantees must 
further apply the requirements to sub-recipients, as noted in each OMB Circular.

The cost principles permit an organization to establish and use its own accounting system to 
determine costs, provided it is based on sound accounting principles, consistently applied to all 
organization activities regardless of the source of funds supporting those activities. Recipients of 
Federal grant funds are expected to exercise the same degree of prudence in the expenditure of 
Federal funds as they use in expending their own funds.

Division of Service Systems Policies
DSS has developed program guidance policies, which incorporate both OMB directives 
and program-specifi c requirements. Grantees, planning groups, and others are advised that 
independent auditors and auditors from the Offi ce of the Inspector General of the Department of 
Health and Human Services may assess and publicly report the extent to which a grant is being 
administered in a manner consistent with program policies such as these. Grantees can expect 
oversight through DSS monitoring and review of budgets and contractors. DSS is able to provide 
technical assistance to grantees, planning councils, and consortia where assistance with policy 
compliance is needed.

Grantees are reminded that it is their responsibility to be fully cognizant of limitations on uses 
of funds as outlined in the Public Health Service (PHS) Grants Policy Statement (copies of which 
have been previously provided to every grantee; additional copies are available from the Grants 
Management Branch at 301-443-2280). In the case of services being supported in violation of an 
existing Federal policy (e.g., payment of home mortgages), the use of CARE Act funds must be 
terminated immediately and grantees may be required to return already spent funds to the 
Federal government.
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Further Guidance on Allowable Uses of CARE Act Funds
The CARE Act stipulates that “funds received...will not be utilized to make payments for any 
item or service to the extent that payment has been made, or can reasonably be expected to be 
made...” by sources other than Ryan White funds. At the individual client level, this means that 
grantees and/or their subcontractors are expected to make reasonable efforts to secure other 
funding instead of CARE Act funds whenever possible. In support of this intent, it is an appropriate 
use of CARE Act funds to provide case management or other services which have as a central 
function ensuring that eligibility for other funding sources (e.g., Medicaid or Medicare, other local 
or State-funded HIV/AIDS programs, or private-sector funding) is aggressively and consistently 
pursued.

In every instance, DSS expects that no service will be supported with CARE Act Title I funds unless 
it (1) falls within the legislatively defi ned range of services, and (2) has been selected as a local 
priority by the HIV Health Services Planning Council. In the case of Title II funds, services must fall 
within the legislatively defi ned range of services and, in the case of allocations decisions made by a 
State or by a local or regional consortia, services must meet documented needs and contribute to 
the establishment of a continuum of care.

CARE Act funds are intended to support only the HIV-related needs of eligible individuals. 
Grantees, planning councils, and consortia should be able to make an explicit connection between 
any service supported with CARE Act funds and the intended recipient’s HIV status, or care-giving 
relationship to a person with HIV/AIDS.

In no case may CARE Act funds be used to make direct payments of cash to recipients of services. 
Where direct provision of the service is not possible or effective, vouchers or similar programs, 
which may only be exchanged for a specifi c service or commodity (e.g., food or transportation), 
must be used to meet the need for such services. Grantees are advised to administer voucher 
programs in a manner, which assures that vouchers cannot be readily converted to cash.

This general policy statement has been effective since February 1, 1997 and applies to all services 
provided to individuals, including those for which separate clarifying statements have been 
developed (see following pages). Any subsequent statements on other services will be individually 
dated, but will also be subject to all provisions on these pages. For clarifi cation, or a copy of the 
most recent list of services governed by this policy, contact the Offi ce of the Director, Division of 
Service Systems, at 301-443-6745.

2.1 Benefi ts and Entitlement Counseling for Eligible Individuals
Funds awarded under Title I or II of the Ryan White CARE Act may be used for programs which 
assist CARE Act-eligible clients to secure access to other public and private programs for which 
they may be eligible.

2.2 Child Care for Eligible Individuals
Funds awarded under Title I or II of the CARE Act may be used for child care in these instances:

a. To support a licensed or registered child care provider for intermittent or continuing care of 
HIV+ children
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b. To enable an infected adult or child to secure needed medical or support services through:

(1) support to a licensed or registered provider of child care to infected or non-infected 
children, and/or

(2) support for informal child care provided by a neighbor, family member, or other person 
(with the understanding that existing Federal restrictions prohibit giving cash to individuals 
to pay for these services).

In those cases where funds are allocated for child care of the type described under b(2) above, 
such allocations should be limited and carefully monitored to assure compliance with the 
prohibition on direct payments to eligible individuals. Such arrangements may also raise liability 
issues for the funding source, which should be carefully weighed in the decision-making process.

2.3 Clinical Trials for Eligible Individuals
Defi nitions:
Clinical trials are Food and Drug Administration (FDA)-approved controlled experiments of 
investigational agents or treatments, with costs typically shared by pharmaceutical manufacturers 
and government. The FDA initiated expanded access programs in 1989 as a mechanism for 
making promising new treatments available for those with life-threatening diseases and no other 
treatment options. Compassionate use programs are a product of pharmaceutical companies 
which make investigational new pharmaceuticals available for the same group. Pharmaceutical 
companies sponsor both expanded access and compassionate use programs.

Funds awarded under Title I or II of the CARE Act may not be used to support the costs of 
operating clinical trials of investigational agents or treatments (to include administrative 
management or medical monitoring of patients).

Funds may be used to support clinical costs (exclusive of pharmaceuticals) of expanded access or 
compassionate use programs where effi cacy data exist and where the FDA has authorized such 
expanded use. Funds may also be used to support participation in clinical trials and in expanded 
access and compassionate use programs.

2.4 Complementary Therapies for Eligible Individuals
Funds awarded under Title I or II of the CARE Act may be used to support specifi c services that 
are generally referred to as complementary therapies upon written referral by the client’s primary 
health care provider (or substance abuse counselor in the case of referrals for acupuncture 
associated with substance abuse treatment). All complementary therapies are to be provided by 
certifi ed or licensed practitioners and/or programs wherever State certifi cation or licensure exists.

2.5 Developmental Services for HIV+ Children
Funds awarded under Title I or II of the CARE Act may be used to provide clinician-prescribed 
developmental services for HIV+ infants/children when such services are not covered by 
specifi c State and Federal legislation that mandates health care coverage for all children with 
developmental disabilities.
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2.6 Emergency Assistance for Eligible Individuals
Funds awarded under Title I or II of the CARE Act may be used to support emergency assistance 
in one of two ways. Planning councils, Title II grantees, or consortia – in making allocations to the 
service categories of transportation, food, housing, or medication assistance – may specify that 
some portion of those allocations is to be used for emergency assistance. Alternatively, planning 
councils or consortia may establish a separate category of emergency assistance in their priority-
setting processes. In such cases, however, the decision makers must deliberately and clearly 
delineate and/or monitor what part of the overall allocation to emergency assistance is obligated 
to transportation, food, housing (to include essential utilities), or medication assistance. Careful 
monitoring of expenditures within a category of “emergency assistance” is necessary to assure that 
planned amounts for specifi c services are being implemented, and to indicate when reallocations 
may be necessary.

Grantees and planning councils/consortia are to develop standard limitations on the provision 
of CARE Act-funded emergency assistance to eligible individuals/households and mandate their 
consistent application by all contractors. It is expected that all other sources of funding in the 
community for emergency assistance will be effectively utilized and that any allocation of CARE Act 
funds to these purposes will be for limited amounts, limited use, and limited periods of time.

2.7 Funeral and Burial Expenses
Funds awarded under Title I or II of the CARE Act may not be used for funeral, burial, cremation, 
or related expenses.

2.8 Maintenance of Privately Owned Vehicles for Eligible Individuals
Funds awarded under Title I or II of the CARE Act may not be used for direct maintenance expense 
(e.g., tires, repairs) of a privately owned vehicle or any other costs associated with a vehicle, such 
as lease or loan payments, insurance, or license and registration fees. This restriction does not 
apply to vehicles operated by organizations for program purposes. Mileage reimbursement that 
enables individuals to travel to needed medical or other support services may be supported with 
Title I or II funds, but should not in any case exceed the established rates for Federal programs. 
Federal Joint Travel Regulations provide further guidance on this subject.

Additional Allowable Uses of Funds for Discretely Defi ned Categories of Services
The following policy guidance additions (No. 2.9 through No. 2.23) were issued on February 1, 
1998 as a supplement to this policy notice, as they also concern the use of funds awarded under 
Title I or II of the CARE Act for the provision of services to eligible individuals. Program policy 
guidance regarding allowable uses of funds awarded under other Titles of the CARE Act must be 
secured from the respective Federal program offi ces responsible for their administration.

2.9 Legal Services for Eligible Individuals
Funds awarded under Title I or II of the Ryan White CARE Act should not be used for any criminal 
defense, or for class action suits unrelated to access to services eligible for funding under the CARE 
Act. CARE Act funds may be used for certain legal services directly necessitated by an individual’s 
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HIV/AIDS serostatus. These include:

a. Preparation of Powers of Attorney, Do Not Resuscitate Orders, wills, trusts, etc.

b. Bankruptcy proceedings, and

c. Interventions necessary to ensure access to benefi ts for which an individual may be eligible, 
including discrimination or breach of confi dentiality litigation as it relates to services eligible for 
funding under the CARE Act.

2.10 Pastoral Counseling for Eligible Individuals
Funds awarded under Title I or II of the Ryan White CARE Act may be used for pastoral counseling 
services only if they are provided by institutional pastoral care programs (e.g., components of AIDS 
interfaith networks; separately incorporated pastoral care and counseling centers; or components 
of a larger service, such as home care or hospice). Programs are to be licensed or accredited 
wherever such licensure or accreditation is either required or available. Pastoral counseling services 
funded under Title I or II of the CARE Act are to be available to all individuals eligible for CARE Act 
services regardless of their religious or denominational affi liation.

2.11 Permanency Planning for Eligible Individuals
Funds awarded under Title I or II of the Ryan White CARE Act may be used for permanency 
planning for an individual or family where the responsible adult is expected to pre-decease a 
dependent (usually a minor child) due to HIV/AIDS. Permanency planning includes the provision 
of social service counseling or legal counsel regarding (a) the drafting of wills or delegating powers 
of attorney, and (b) preparation for custody options for legal dependents including standby 
guardianship, joint custody, or adoption.

2.12 Property Taxes
Funds awarded under Title I or II of the CARE Act may not be used to pay local or State personal 
property taxes (for residential property, private automobiles, or any other personal property 
against which taxes may be levied).

2.13 Purchase of Non-Food Products for Use by Eligible Individuals
Funds awarded under Title I or II of the Ryan White CARE Act may be used to purchase non-food 
products, such as personal hygiene products, to be provided to eligible individuals through food 
and commodity distribution programs. CARE Act funds may not be used for household appliances, 
pet foods or products.

2.14 Recreational and Social Activities for Eligible Individuals
Funds awarded under Title I or II of the CARE Act may be used to support program expenses of 
adult and child day or respite care centers, and drop-in centers in primary or satellite facilities.

Funds may not be used for off-premise social/recreational activities.

2.15 Substance Abuse Treatment for Eligible Individuals
Outpatient Substance Abuse Treatment Services: Funds awarded under Title I or II of the Ryan 
White CARE Act may be used for outpatient drug or alcohol substance abuse treatment, including 



Section IV: Policies
Chapter 1: Title I and II Policies

8 RYAN WHITE CARE ACT TITLE II MANUAL

expanded HIV-specifi c capacity of programs if timely access to treatment and counseling is not 
available. Such services should be limited to:

(1) The pre-treatment program of recovery readiness

(2) Harm reduction

(3) Mental health counseling to reduce depression, anxiety, and other disorders associated with 
substance abuse

(4) Outpatient drug-free treatment and counseling

(5) Methadone treatment

(6) Neuro-psychiatric pharmaceuticals, and

(7) Relapse prevention.

a. Syringe Exchange: In accordance with Sec. 2678 and Sec. 422 of the CARE Act, as amended, 
funds may not be used for syringe exchange programs.

b. Residential Substance Abuse Treatment Services: CARE Act funds may be used for 
residential substance abuse treatment programs, including expanded HIV-specifi c capacity of 
programs if timely access to treatment is not available. The following limitations apply to use 
of CARE Act funds for residential services:

(1) Because of the CARE Act limitations on inpatient hospital care [see Sec. 2604(b)(1)(B) 
and Sec. 2613(a)(2)(A)(B)], CARE Act funds may not be used for inpatient detoxifi cation 
in a hospital setting.

(2) However, if detoxifi cation is offered in a separate licensed residential setting (including a 
separately-licensed detoxifi cation facility within the walls of a hospital), CARE Act funds 
may be used for this activity.

(3) If the residential treatment service is in a facility that primarily provides inpatient medical 
or psychiatric care, the component providing the drug and/or alcohol treatment must 
be separately licensed for that purpose.

2.16 Vision Care for Eligible Individuals
Funds awarded under Title I or II of the Ryan White CARE Act may be used for optometric or 
ophthalmic services and purchase of corrective prescription eye wear that is necessitated by HIV 
infection.

2.17 Vocational, Employment, and Employment-Readiness Services
Funds awarded under Title I or II of the CARE Act may not be used to support employment, 
vocational rehabilitation, or employment-readiness services.

2.18 Clothing
Funds awarded under Title I or II of the CARE Act may not be used for purchase of clothing.



Section IV: Policies
Chapter 1: Title I and II Policies

9RYAN WHITE CARE ACT TITLE II MANUAL

2.19 Day or Respite Care for Eligible Individuals
Funds awarded under Title I or II of the CARE Act may be used for day care or respite care in the 
following instances:

a. To support a licensed or registered provider of continuing day care for HIV+ adults or children

b. To enable an infected adult or child to secure needed medical or support services through: (1) 
support to a licensed or registered provider for day care for an infected adult; or (2) support 
for informal adult day care provided by a neighbor, family member, or other person (with the 
understanding that existing Federal restrictions prohibit giving cash to an eligible individual to 
pay the neighbor or family member for this service), and/or

c. To provide periodic and time-limited respite for the caregiver(s) of infected adults or children 
which is necessary to support the caregiver in continuing those responsibilities.

In those cases where funds are allocated for care of the type described under b(2) above, such 
allocations should be limited and carefully monitored to assure compliance with the prohibition 
on direct payments to eligible individuals. Such arrangements may also raise liability issues for the 
funding source, which should be carefully weighed in the decision-making process.

2.20 Health Insurance Co-payments and Deductibles for Eligible Individuals
Funds awarded under Title I or II of the CARE Act may be used to pay for public or private health 
insurance co-payments and deductibles for low-income individuals only. Consistent with the CARE 
Act, “low income” is to be locally defi ned.

2.21 Hospice Care for Eligible Individuals
Funds awarded under Titles I or II of the CARE Act may be used to pay for hospice care by 
providers licensed in the State in which services are delivered. Hospice services may be provided in 
a home or other residential setting, including a non-acute care section of a hospital that has been 
designated and staffed to provide hospice care to terminal patients. A physician must certify that 
a patient is terminal, defi ned under Medicaid hospice regulations as having a life expectancy of 
6 months or less. Counseling services provided in the context of hospice care must be consistent 
with the defi nition of mental health counseling in the DSS Glossary of HIV Related Services. 
Palliative therapies must be consistent with those covered under the State Medicaid program.

2.22 Transportation for Eligible Individuals
Funds awarded under Titles I or II of the CARE Act may be used to provide transportation services 
for an eligible individual to access HIV-related medical or support services.

Transportation should be provided through:

a. A contract(s) with a provider(s) of such services

b. Voucher or token systems

c. Use of volunteer drivers (through programs with insurance and other liability issues specifi cally 
addressed), or
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d. Purchase or lease of organizational vehicles for client transportation programs. (See also Policy 
No. 2.8 above, Maintenance of Privately Owned Vehicles, for further information.)

2.23 Water Filters for Eligible Individuals
Funds awarded under Title I or II of the CARE Act may be used to purchase water fi ltration/ 
purifi cation devices (either portable fi lter/pitcher combinations or fi lters attached to a single 
water tap) in communities/areas where recurrent problems with water purity exist. Such devices 
(including their replacement fi lter cartridges) purchased with CARE Act funds must meet National 
Sanitation Foundation standards for absolute cyst removal of particles less than one micron. This 
policy does not permit installation of permanent systems for fi ltration of all water entering a 
private residence.



Section IV: Policies
Chapter 1: Title I and II Policies

11RYAN WHITE CARE ACT TITLE II MANUAL

 DSS Program Policy Guidance No. 4
Clarifi cation of Legislative Language Regarding Contracting 
with For Profi t Entities
June 1, 2000 (Formerly a “Dear Colleague Letter” First Issued March 6, 1997 to All Title I and II 
CARE Act Grantees)

The CARE Act Amendments of 1996 provide for contracting with for-profi t entities under certain 
limited circumstances. Specifi cally, the Amendments allow Title I and Title II funds to be used 
to “provide direct fi nancial assistance” through contracts with “private for-profi t entities if such 
entities are the only available provider of quality HIV care in the area.” [SEC 2604(b)(2)(A); 
Section 2631(a)(1)]

This constitutes a formal clarifi cation of legislative language by the Division of Service Systems, 
HIV/AIDS Bureau in consultation with the Grants Management Offi cer within the Bureau and with 
the Offi ce of General Counsel of the Department of Health and Human Services, and is effective 
immediately.

Based on limitations contained in the CARE Act Amendments, grantees and other contracting 
agents must observe the following conditions in developing and implementing Requests for 
Proposals (RFPs) and other local procurement procedures.

a. “Only available provider” means that there are no nonprofi t organizations able and willing 
to provide quality HIV service and that the grantee or other contracting agent is able to 
document this fact.

b. “Quality HIV care” must be defi ned in a reasonable manner. Quality care may not be defi ned 
exclusively as a numerical score in an RFP process (i.e., all funds go to the highest scored 
proposal regardless of corporate status). An entity should only be deemed incapable of 
providing quality HIV care if written documentation of substantive quality of care defi ciencies 
exists.

c. Cost of service may not be the sole determinant in vendor selection processes whether internal 
or external (i.e., all funds go to the lowest bidder regardless of corporate status). However, 
grantees should not overlook cost considerations in developing and implementing RFP 
processes and are in fact expected to seek maximum productivity for each CARE Act dollar 
within the contracting limits of the legislation.

d. Grantees must prohibit nonprofi t contractors from serving as conduits who pass on their 
awards to for-profi t corporations and may fi nd it necessary to monitor membership of 
corporate boards in enforcing this prohibition. Federal Grants Management Policy is clear 
that the eligibility requirements that apply to fi rst-level entities cannot be evaded by passing 
awards through to second- or subsequent-level entities that could not have received awards in 
the original competition.

e. Proof of nonprofi t status (local and/or State registration and approved articles of incorporation) 
should be required of all applicants claiming such status. Grantees are also strongly advised to 
require copies of letters of determination from the Internal Revenue Service.
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f. A grantee or other contracting agent may not contract with both nonprofi t and for-profi t 
entities for the same service in the same geographic area unless qualifi ed nonprofi t providers 
do not have the capacity to meet identifi ed need. Any nonprofi t provider able to provide 
quality HIV care is given legislative preference over for-profi t entities seeking to serve the 
same area.

No new contracts may be executed after the date of issuing this notice (3/7/97) that violate these 
conditions on contracts with private for-profi t organizations. Any contracts in place using funds 
awarded in fi scal year 1997 or later are in violation of this program policy guidance notice. Failure 
to comply with this requirement may result in required return of funds to the Federal government, 
suspension of grant awards, or other remedies deemed necessary.

Grantees and other contracting agents are encouraged to include in all RFP materials disclaimers 
which advise private for-profi t organizations of the signifi cant legislative barriers to their receiving 
contracts. Alternatively, and if local/State regulations and laws allow it, grantees may seek to 
defi ne “qualifi ed applicants” at the beginning of the process in a way which would save private 
for-profi t organizations the time and effort needed to develop applications which could not be 
considered for funding.

Any questions about this program policy should be directed to the grantee’s Project Offi cer.
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DSS Program Policy Guidance No. 5
AIDS Drug Assistance Program: Eligibility and Formulary Parity 
and Uses of Funds

June 1, 2000 (Formerly Policy No. 97-04, First Issued: April 2, 1997)

Eligibility criteria for enrollment of persons living with HIV disease in a CARE Act-funded State AIDS 
Drug Assistance Program (ADAP), and treatments available on the approved ADAP formulary to 
enrolled individuals, must be equally and consistently applied across the State. If a State chooses to 
operate its ADAP through contracts to consortia or other entities, it must develop and implement 
procedures to monitor compliance with the requirement of consistent application of eligibility 
standards and formulary access.

Use of Federal Funds in State AIDS Drug Assistance Programs
Funds awarded under Title I or Title II of the CARE Act that are allocated for use by State AIDS 
Drug Assistance Programs (ADAPs) for therapeutics that treat Human Immunodefi ciency Virus 
(HIV) disease or prevent the serious deterioration of health arising from HIV disease, and the 
ancillary devices (e.g., IV tubing, nebulizers) needed to administer these therapeutics, may only be 
used to purchase FDA-approved medications and the devices needed to administer them.

CARE Act funds that are allocated to ADAPs may not be used for laboratory or other diagnostic 
and monitoring tests and procedures such as radiographs, blood counts, or viral load testing. 
These services may, however, be paid for with CARE Act funds allocated by States, consortia, or 
planning councils to primary care or related categories of service.

Neither of the preceding limitations precludes use of CARE Act funds for ADAP administration costs 
within the legislative limits on such expenditures.
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DSS Program Policy Guidance No. 6
Clarifi cation of DSS/HAB Guidance Regarding AIDS Drug Assistance 
Program: Administration, Eligibility, and Cost-Savings

June 1, 2000 (Formerly a “Dear Colleague Letter” First Issued October 17, 1997 to All Title I and II 
CARE Act Grantees and Reissued in July, 1999)

Background
A formal letter was sent to all grantees funded under Title I and Title II of the CARE Act in October 
1996, concerning the administration of State AIDS Drug Assistance Programs (ADAPs). That letter 
contained recommendations for ADAPs regarding issues related to administration, eligibility, 
formularies, and cost-savings. Several recommendations became formal program policy in April 
1997 (please refer to DSS/HAB Program Policy No.5, “ADAPs: Eligibility and Formulary Parity and 
Uses of Funds”).

Subsequently, a second formal letter was issued to Title I and Title II grantees on July 7, 1999 
which reiterated some of the remaining program guidance and recommendations from the 
October 1996 letter that are critical to the successful management and administration of State 
ADAPs. They also help to insure that ADAPs are the payers of last resort, as mandated by the 
CARE Act. Therefore, DSS/HAB is re-issuing the contents of that letter as a formal clarifi cation of 
program guidance and recommendations as they relate to ADAP administration, eligibility, and 
cost-savings.

6.1 ADAP Administration
a. States should consider establishing a centrally administered ADAP. It is the observation of the 

DSS/HAB that centrally administered ADAPs are better able to achieve accountability, parity, 
consistency, and cost-savings than decentralized ADAPs.

b. States subject to the matching requirement for Title II must match ADAP supplemental funds 
as well as Title II base funds. The CARE Act as amended in 1996 requires Title II grantees (i.e., 
each of the 50 States, the District of Columbia, Puerto Rico, the Virgin Islands and Guam) to 
maintain State expenditures for HIV-related activities at a level equal to the one-year period 
preceding the fi scal year (FY) for which the grantee is applying to receive a Title II grant. 
Grantees are accountable to ensure that Federal funds do not displace State spending but 
instead expand HIV-related activities. For additional information on matching requirements, 
please see Maintenance of Effort: DSS Issue Paper released on October 17, 1997.

c. The Department of Health and Human Services (HHS), in requesting the supplemental funds 
for ADAP, and the Congress, in appropriating them, clearly expect Title II grantees to use 
these funds to expand current efforts to improve access to pharmaceuticals for low-income 
individuals with HIV disease. Compelling reasons may exist or occur where ADAP supplemental 
funds supplant other funding sources (e.g., Title II base funds, Title I funds); however, the 
grantee should be prepared to document the rationale for making these changes in ADAP 
funding.
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6.2 Eligibility
The CARE Act indicates that ADAPs are to serve “low-income individuals,” as defi ned by the States. 
The State’s poverty criterion for ADAP eligibility should be based on Federal poverty guidelines.

All States should devise, implement, and rigorously monitor the use of consistent eligibility 
standards across all entities involved in certifying and re-certifying ADAP eligibility. Such 
certifi cation is expected to include review and documentation of an applicant’s income from all 
sources and any pharmaceutical benefi ts derived from private health insurance or other sources.

Every State should establish and implement procedures for ADAP client re-certifi cation on a 
periodic basis, and for de-certifying individuals who qualify but have not utilized the program 
for a specifi c period of time (e.g., one year or longer). Re-certifi cation procedures should include 
mechanisms to assure that individuals who have become eligible for Medicaid are transferred to 
the Medicaid program at the earliest possible date.

6.3 Cost-savings
Both HHS and the Congress expect that States use every means at their disposal to secure the best 
price available for all products on their ADAP formularies in order to achieve maximum results with 
these funds.

Every ADAP should adopt cost-saving strategies that will be equal to or greater than the cost 
savings realized with the Offi ce of Drug Pricing’s Section 340B Drug Discount Program which can 
be accessed by ADAPs through either the direct purchase discount or rebate option.

Any questions regarding this program policy guidance should be directed to the Chief, AIDS Drug 
Assistance Branch, Division of Service Systems, at 301-443-6745. 
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DSS Program Policy Guidance No. 7
Residence of Planning Council Members and Consortia Members

June 1, 2000 (Formerly Policy No. 98-01, First Issued: February 1, 1998)

The principal residence of Title I planning council members who represent affected communities, 
people with HIV, non-elected community leaders, or historically underserved groups and sub-
populations must be within the geographic boundaries of the EMA for the length of the term 
in which they are serving on the council. In cases where a Title I planning council also serves as 
a Title II regional consortium and the consortium boundaries are larger than those of the EMA, 
residency requirements shall apply to the larger boundaries.

The principal residence of individuals fi lling legislatively mandated organizational seats on Title I 
planning councils (health care providers, including federally qualifi ed health centers; community-
based organizations serving affected populations and AIDS service organizations; social service 
providers; mental health and substance abuse providers; local public health agencies; hospital 
or health care planning agencies; State government, including the Medicaid agency and Title II 
administering agency; other CARE Act grantees; and other Federal HIV programs) should be within 
the geographic boundaries of the EMA, but this is not required. It is recognized that this may not 
be possible for individuals representing the Title II administering agency and/or the State Medicaid 
agency. To qualify for organizational representation on a planning council, entities of the types 
named above must provide services within the boundaries of the EMA.

States are strongly encouraged to develop and monitor similar residency requirements for 
membership of Title II consortia.
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DSS Program Policy Guidance No. 8
Staff Training

June 1, 2000 (Formerly Policy No. 98-02, First Issued: February 1, 1998)

Funds awarded under Title I or II of the Ryan White CARE Act may not be used to pay for 
professional licensure or to meet program licensure requirements. Title I or Title II funds may be 
used to support specifi c HIV staff training which enhances an individual’s or an organization’s 
ability to improve the quality of services to affected clients.
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DSS Program Policy Guidance No. 9
Guidelines for Reimbursement of Individuals Serving on a Ryan White 
Title I Planning Council and/or Title II Consortium

June 1, 2000 (Formerly a Program Guidelines Memorandum. Issued in January of 1997 and 2000)

The Public Health Service (PHS) Grants Policy Statement provides guidance on reimbursable costs 
to members of consumer/provider boards for participation in planning council, consortium, and/
or associated grantee meetings. The PHS policy allows for the reimbursement of reasonable and 
actual out-of-pocket expenses incurred by an individual solely as a result of attending a scheduled 
meeting.

The PHS Grants Policy Statement is the basis for these policies. Only planning council and 
consortium members are eligible for reimbursement of actual out-of-pocket expenses incurred as 
a result of attending scheduled meetings. Vouchers, fl at rates, or other reimbursement structures 
that are not reimbursing for actual expenses are not allowable. Reasonable and out-of-pocket 
expenses include transportation, meals, babysitting fees, and lost wages. Funds for supplies, 
telephone, and facsimile charges must be included in the appropriate line item of the planning 
council or consortium budget.

When issuing statements, press releases, requests for proposals, bid solicitations, and other 
documents describing projects or programs funded in whole or in part with Federal money, all 
grantees receiving Federal funds, including but not limited to State and local governments and 
recipients of Federal research grants, shall clearly state: 1) the percentage of the total costs of the 
program or project which will be fi nanced with Federal money, 2) the dollar amount of Federal 
funds for the project or program, and 3) percentage and dollar amount of the total costs of the 
project or program that will be fi nanced by nongovernmental sources.
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The following policies apply all CARE Act titles as noted.

HAB Policy Notice 99-02
The use of Ryan White CARE Act funds for Housing Referral 
Services and Short-term or Emergency Housing Needs

HAB Policy Notice 99-03
The Use of the Ryan White CARE Act Funds for HIV Diagnostics and Laboratory Tests Policy

HAB Policy Notice 00-01
The Use of Ryan White CARE Act Funds for American Indians and Alaska Natives and Indian 
Health Service Programs

HAB Policy Notice 00-02
The Use of Ryan White CARE Act, Title II, AIDS Drug Assistance Program (ADAP) Funds for 
Access, Adherence, and Monitoring Services

HAB Policy Notice - 00-02, Amendment # 1
The Use of Ryan White CARE Act, Title II, AIDS Drug Assistance Program (ADAP) Funds for 
Access, Adherence, and Monitoring Services

HAB Policy Notice – 01-01
Use of Ryan White CARE Act Funds for Transitional Social Support and Primary Care Services 
for Incarcerated Persons

HAB Policy Notice – 02-01
Use of Ryan White CARE Act Funds for Outreach Services

Q & A on the Use of Ryan White CARE Act Funds for Outreach Services

2 Section IV

HIV/AIDS Bureau Policies for 
the CARE Act

See the HRSA/HAB Web Site at 
http://www.hab.hrsa.gov 

for the latest policies.
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HAB Policy Notice 99-02: The Use of Ryan White CARE Act Funds for 
Housing Referral Services and Short-term or Emergency Housing Needs

Below is the HIV/AIDS Bureau (HAB) policy describing the use of Ryan White CARE Act funds for 
housing referral services and short-term or emergency housing needs. Funds designated to carry out 
the provisions of Section 2616 of the Public Health Service Act may be used to fund housing and 
related services under certain conditions, as described.

HAB Policy Notice 99-02
The following policy establishes guidelines for allowable housing-related expenditures under the 
Ryan White CARE Act. The purpose of all Ryan White Care Act funds is to ensure that eligible HIV-
infected persons and families gain or maintain access to medical care.

A. Funds received under the Ryan White CARE Act (Title XXVI of the Public Health Service Act) 
may be used for the following housing expenditures:

I. Housing referral services defi ned as assessment, search, placement, and advocacy services 
must be provided by case mangers or other professionals who possess a comprehensive 
knowledge of local, State, and Federal housing programs and how they can be accessed; 
or short-term or emergency housing defi ned as necessary to gain or maintain access to 
medical care and must be related to either:

a. Housing services that include some type of medical or supportive service including, 
but not limited to, residential substance abuse or mental health services (not including 
facilities classifi ed as an Institute of Mental Diseases under Medicaid), residential foster 
care, and assisted-living residential services, or

b. Housing services that do not provide direct medical or supportive services but are 
essential for an individual or family to gain or maintain access and compliance with HIV-
related medical care and treatment. The necessity of housing service for purposes of 
medical care must be certifi ed or documented.

II Short-term or emergency assistance is understood as transitional in nature and for the 
purpose of moving or maintaining an individual or family in a long-term, stable living 
situation. Thus, such assistance cannot be permanent and must be accompanied by a 
strategy to identify, relocate, and/or ensure the individual or family is moved to, or capable 
of maintaining, a long-term, stable living situation.

III.Housing funds cannot be in the form of direct cash payments to recipients or services and 
cannot be used for mortgage payments.

IV.The Ryan White CARE Act must be the payer of last resort. In addition, funds received 
under the Ryan White CARE Act must be used to supplement but not supplant funds 
currently being used from local, State, and Federal agency programs. Grantees must be 
capable of providing the HIV/AIDS Bureau with documentation related to the use of funds 
as payer of last resort and the coordination of such funds with other local, State, and Federal 
funds.

V. Ryan White CARE Act housing-related expenses are limited to Titles I, II, and IV and are not 
an allowable expense for Title III.
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HAB Policy Notice 99-03: The Use of the Ryan White CARE Act Funds 
for HIV Diagnostics and Laboratory Tests

Below is the HIV/AIDS Bureau policy describing the use of the Ryan White CARE Act Funds for HIV 
diagnostics and laboratory tests. This policy is consistent with the Public Health Service “Guidelines for 
the Use of Antiretroviral Agents in HIV-Infected Adults and Adolescents.” The enclosed policy supports 
the importance of diagnostics and laboratory tests as clinical tools in medical assessment and treatment 
decision making related to HIV/AIDS antiretroviral agents and other medications that treat HIV/AIDS or 
opportunistic infections related to HIV disease.

HAB Policy Notice 99-03
The purpose of all Ryan White CARE Act funds is to ensure that eligible HIV-infected persons and 
families gain and/or maintain access to medical care. In accordance with the provisions of Title 
XXVI of the Public Health Service Act, the following policy establishes guidelines for the use of 
Federal Ryan White CARE Act funds for HIV diagnostics and laboratory tests.

I. Federal Ryan White CARE Act funds for Title I, II (excluding Federal ADAP funds), III, and 
IV may be used by grantees for support of diagnostic and laboratory tests integral to the 
treatment of HIV infection and related complications (for example, but not limited to, CD4 
counts, viral load tests, genotype assays) under the following conditions:

A. The tests are consistent with medical and laboratory standards as established by scientifi c 
evidence and supported by professional panels, associations, or organizations. Types of 
standards include, but are not limited to: U.S. Public Health Service Guidelines for the Use 
of Antiretroviral Agents in HIV-Infected Adults and Adolescents, U.S. Public Health Service 
Guidelines for the Use of Antiretroviral Agents in Pediatric HIV Infection, and standards 
supported by professional associations, such as the Infectious Diseases Society of America, 
American Medical Association, American Pediatric Association, and American College of 
Obstetricians and Gynecologists.

B. Such diagnostics and laboratory tests (1) are approved by the FDA, when required under 
the FDA Medical Devices Act and/or (2) are performed in an approved Clinical Laboratory 
Improvement Amendments of 1988 (CLIA) certifi ed laboratory or State-exempt laboratory.

C. Such diagnostics and laboratory tests (1) are ordered by a registered, certifi ed, or licensed 
medical provider and (2) are necessary and appropriate based on established clinical 
practice standards (refer to Section 1) and professional clinical judgement.

D.Ryan White CARE Act funds are the payer of last resort by statute. Therefore, grantees must 
demonstrate a procedural mechanism for purposes of identifi cation and billing of liable 
payers. Funds for diagnostics and laboratory tests cannot be expended without such a 
procedure in place.
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HAB Policy Notice 00-01: The Use of Ryan White CARE Act Funds for 
American Indians and Alaska Natives and Indian Health Service Programs

Below is the HIV/AIDS Bureau policy establishing guidelines for allowable expenditures under the Ryan White 
CARE Act to provide services to American Indians and Alaska Natives (AIs/ANs), and for health care services 
provided by the Indian Health Service (IHS) programs directly or under contract or compact.

HAB Policy Notice 00-01
The following policy establishes guidelines for allowable expenditures under the Ryan White 
CARE Act: (1) to provide services to American Indians and Alaska Natives (AIs/ANs) and (2) for 
health care services provided by the Indian Health Service (IHS) programs directly or under 
contract or compact. The purpose of all Ryan White CARE Act funds is to ensure that eligible 
HIV-infected persons and families gain or maintain access to medical care.

The AIs/ANs hold triple citizenship. Federally recognized AIs/ANs are documented members of 
tribal entities offi cially recognized by the U.S. Bureau of Indian Affairs, as well as citizens of the 
United States. In addition, they are citizens of an individual State. It is this multi-citizenship that 
enables them to receive services under the Ryan White CARE Act. Thus, AIs/ANs can claim CARE 
Act services for which they are eligible where they choose, regardless of the availability of services 
that may also be available to them (e.g., through Indian Health Service, tribal, or urban Indian 
health programs and services). This policy ensures that AIs/ANs have direct and unfettered access 
to CARE Act programs. In addition, this policy clarifi es the circumstances under which the IHS 
may and may not receive funds under the Ryan White CARE Act.

I.  Coverage of American Indians and Alaska Natives under the Ryan White CARE Act Who are 
Eligible for Services Provided by or Supported by the Indian Health Service

A. Any AI or AN who is otherwise eligible to receive CARE Act-funded services from any Title 
may request and must receive those services regardless of whether or not s/he is also eligible 
to receive the same services from the IHS, and regardless of whether or not those IHS 
services are available and accessible to the AI or AN. A CARE Act grantee or provider cannot 
deny services based on American Indian or Alaska Native status. However, individuals must 
meet the same established eligibility criteria as all other individuals receiving care through a 
Ryan White CARE Act funded grantee or provider.

B. AIs/ANs may seek care at a Ryan White CARE Act funded facility without referral or a 
purchase order from the “IHS operated” or “638 contract” or compact facility. The 
Ryan White CARE Act-funded facility or provider should follow established procedures 
to determine health care coverage as it usually does as the payer of last resort program. 
Even though the CARE Act program is the payer of last resort, the IHS is not obligated to 
reimburse a CARE Act grantee or provider for services provided to an AI or AN who requests 
services without a purchase order referral from the IHS. However, the grantee or provider 
must seek payment from other payers as indicated (e.g., Medicaid, if the individual is 
Medicaid-eligible).
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II.  Eligibility of Indian Health Service or Tribally Operated Facilities to Receive Ryan White CARE 
Act Funds

A. “IHS-operated” facilities:

1. Are not eligible to receive direct funds under Title I, Title II, Title III, and Title IV of the 
Ryan White CARE Act since it would be considered an augmentation of the Indian 
Health Service Congressional Appropriations.

2. Are eligible to receive funds as subcontracts under Title I, Title II, Title III and Title IV 
funds, as long as the IHS-operated facility can demonstrate that the provision of CARE 
Act services to CARE Act-eligible individuals supplements and does not supplant IHS-
funded programs, and the IHS-operated facility adheres to the requirements of the 
grantee or provider from which the subcontract is awarded.

B.  “638 contract” facilities:

1. Titles I and II: “638 contract” facilities are not eligible to receive grant funds as direct 
grantees under Title I and Title II of the Ryan White CARE Act. However, “638 contract” 
facilities are eligible to receive funds as subcontractors under Titles I and II of the Ryan 
White CARE Act if they meet the statutory criteria as appropriate entities. Financial 
assistance (as a subcontractor) may be made “to public or nonprofi t private entities, or 
private for-profi t entities if such entities are the only available provider of quality HIV 
care in the area....” (Section 2604(b)(2)(A) of the Public Health Service Act).

2. Title III: “638 contract” facilities are eligible to receive direct grant funds under Title 
III of the Ryan White CARE Act under the criteria set forth in Section 2652(a) of the 
Public Health Service Act as “public and nonprofi t private entities” and Section 2652(b) 
status as Medicaid providers -- “the applicant for the grant must have entered into a 
participation agreement with the approved Title XIX (Medicaid) State plan and qualifi ed 
to receive Medicaid payments.”

 In addition, if the tribe has (or receives) nonprofi t status, it is eligible as a nonprofi t 
private entity. A Tribe is required to produce a copy of its “638 contract” with the IHS/
DHHS to establish its status as owner and operator of the facility. In addition, a tribe 
claiming nonprofi t status is required to produce a letter from the appropriate Federal, 
State, or local entity as proof of such status.

3. Title IV: “638 contract” facilities are eligible to receive direct and subcontractor grant 
funds under Title IV of the Ryan White CARE Act if they meet the criteria in Section 
2671(a) of the Public Health Service Act “as public and nonprofi t private entities that 
provide primary care (directly or through contracts)” and demonstrate nonprofi t status 
as described in Section III B 2 above.

4. The “638 contract” facilities and services must meet established eligibility criteria of the 
Ryan White CARE Act. Thus, for CARE Act services provided to eligible individuals who 
present for services, a “638 contract” facility must serve those individuals without regard 
to their status as non-AI or non-AN.
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C.  Urban Indian Health Programs Designated by the IHS:

1. Urban Indian health programs designated by the IHS are not eligible to receive direct 
funds under Titles I and II.

2. Urban Indian health programs designated by the IHS are eligible to receive direct funds 
under Titles III and IV. However, the Urban Indian health programs must meet established 
eligibility criteria of the Ryan White CARE Act. Thus, for CARE Act services provided to eligible 
individuals who present for services, an urban Indian health program must serve those 
individuals without regard to their status as non-AI or non-AN.

3. Urban Indian health programs designated by the IHS are eligible to receive subcontract 
funds under Titles I, II, III, and IV as long as they met the established Ryan White CARE 
Act criteria for those titles, and if they meet the statutory criteria as appropriate entities. 
Financial assistance (as a subcontractor) may be made “to public or nonprofi t private 
entities, or private for-profi t entities if such entities are the only available provider of 
quality HIV care in the area....” (Section 2604(b)(2)(A) of the Ryan White CARE Act).

4. The urban Indian health programs must meet established eligibility criteria of the Ryan 
White CARE Act. Thus, for CARE Act services provided to eligible individuals who present 
for services, an urban Indian health program must serve those individuals without regard 
to their status as non-AI or non-AN.

The Ryan White CARE Act must be the payer of last resort. Grantees must be capable of 
providing the HAB with documentation related to the use of funds as payer of last resort and the 
coordination of such funds with the tribes and with the IHS, and other sources of payment (e.g., 
Medicaid, Medicare, Department of Veterans Affairs, State-funded programs).
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HAB Policy Notice 00-02: The Use of Ryan White CARE Act, Title II, 
AIDS Drug Assistance Program (ADAP) Funds for Access, Adherence, 
and Monitoring Services

Below is the HIV/AIDS Bureau (HAB) policy describing the use of Ryan White CARE Act, Title II, AIDS 
Drug Assistance Program (ADAP) funds for access, adherence, and monitoring services. The Congress, 
in its Appropriations Committee reports for HRSA’s FY 2000 budget, requested that HRSA consider 
allowing States to redirect a reasonable portion of ADAP funds, as determined in collaboration with 
the States, to such services that enhance the ability of eligible people with HIV/AIDS to gain access 
to, adhere to, and monitor their progress in taking HIV-related medications. The policy states that 
ADAP funds (including the 10 percent administrative funds) designated to carry out the provisions of 
Section 2612(a)(5), in accordance with Section 2616, may be used to provide access, adherence, and 
monitoring services under certain conditions, as described.

HAB Policy Notice 00-02
The following policy establishes guidelines for allowable ADAP related expenditures under the 
Ryan White CARE Act. The purpose of all Ryan White CARE Act ADAP funds is to ensure that 
eligible HIV-infected persons gain or maintain access to HIV-related medications. This policy 
provides grantees greater fl exibility in the use of ADAP funds, including the 10 percent of ADAP 
funds allowed for administrative costs (but not other funds under other titles that may be used to 
purchase medications) and permits expenditures of ADAP funds for services that improve access to 
medications, increase adherence to medication regimens, and help clients monitor their progress 
in taking HIV-related medications.

I.  Federal funds received under the Ryan White CARE Act, ADAP, as established by Section 
2612(a)(5), in accordance with Section 2616 of the Public Health Service Act, may be used for 
access, adherence, and monitoring services under the following conditions:

A. Funded services are related to: (1) enabling eligible individuals to gain access to drugs; (2) 
supporting adherence to the drug regimen necessary to experience the full health benefi ts 
afforded by the medications; and (3) services to monitor the client’s progress in taking HIV-
related medications (refer to HAB Policy Notice 99-03, “The Use of Ryan White CARE Act 
Funds for HIV Diagnostics and Laboratory Tests Policy”).

B. There are no current limitations to accessing ADAP in the State, including: (1) no 
client waiting list or limits on client enrollment; (2) no restrictions or limitations on HIV 
medications, such as caps on the number of prescriptions or cost to the client (such as 
co-pays), except for purposes of clinical quality assurance or the prevention of fraud and 
abuse; and (3) administrative support is maintained (e.g., administrative support and 
eligibility staff).
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C. There is current, comprehensive coverage of antiretroviral and opportunistic infection 
(OI)/preventive therapies including: (1) an ADAP formulary that includes a full complement 
of Public Health Service-recommended anti-retroviral medications; and (2) medication 
necessary for the prophylaxis and treatment of opportunistic infections. Compliance with 
formulary coverage may be adjusted or modifi ed based on the State’s alternative methods 
of providing comprehensive pharmacy coverage (e.g., health insurance, or State-funded 
pharmacy assistance program).

II.  It is expected that no more than 10 percent of ADAP funds (including carryover funds), will 
be used to purchase services referenced in I. A. (1)-(3) above, unless otherwise determined in 
agreement with HAB staff.

III.  In addition:

A. The grantee will work with HAB staff to ensure the grantee’s plan to redirect ADAP funds still 
meets the core purposes of ADAP.

B. The Ryan White CARE Act must be the payer of last resort. Grantees must be capable of 
providing the HAB with documentation related to the use of funds as payer of last resort 
and the coordination of such funds with other local, State, and Federal funds. For example, 
the grantee should back bill Medicaid for CARE Act services provided to Medicaid-eligible 
individuals. In addition, funds received under the Ryan White CARE Act, including ADAP, 
must be used to supplement, but not supplant, funds currently being used from local, State, 
and Federal agency programs.

C. The grantee must have a mechanism to report on the use of redirected funds—for example, 
an estimation of unspent funds, including carryover, the impact of such services in 
improving access and use of ADAP-funded medications, and any procedural plans to shift 
funds back to purchasing medications.

D.The request to provide additional services with ADAP funds must be submitted on an annual 
basis either through the grant application process or by requesting prior approval from the 
Grants Management Branch during the grant year.
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HAB Policy Notice - 00-02, Amendment # 1: 
The Use of Ryan White CARE Act, Title II, AIDS Drug Assistance 
Program (ADAP) Funds for Access, Adherence, and Monitoring Services

Below is the amendment to the existing HIV/AIDS Bureau (HAB) policy that addresses changes to the 
policy necessitated by the reauthorized Ryan White CARE Act affecting the Title II AIDS Drug Assistance 
Program (ADAP).

HAB Policy Notice - 00-02, Amendment # 1
On July 26, 2000, the HIV/AIDS Bureau issued a policy clarifying how CARE Act funds from 
the ADAP appropriation could be used to provide services to increase access to medications, 
adherence to medication regimens, and monitoring of progress to therapy. The reauthorized CARE 
Act (P.L. 106-345), signed by the President on October 20, 2000, contained a provision which 
affected the July 26, 2000, policy.

Specifi cally, Section 204 of the reauthorized CARE Act revised Section 2616(c) of the Public Health 
Service Act by inserting language that permits ADAP funds to be used to “encourage, support, 
and enhance adherence to and compliance with treatment regimens, including related medical 
monitoring.” However, the law places some limits on the use of ADAP funds for these purposes. It 
states, “Of the amount reserved by a State for a fi scal year for use under this section, the State may 
not use more than 5 percent to carry out services under [the] paragraph [quoted in the previous 
sentence], except that the percentage applicable with respect to such paragraph is 10 percent if 
the State demonstrates to the Secretary that such additional services are essential and in no way 
diminish access to the therapeutics described in [Section 2616(a) of the 1996 revisions to the 
CARE Act].”

In the “Managers’ Statement” accompanying the fi nal bill, they noted that “the Managers 
recognize that existing Federal policy provides adequate guidelines to States for carrying out 
provisions under this section.”

We interpret the bill, and the Managers’ intent, to say that the criteria for using ADAP funds for 
services related to access, adherence, and monitoring are still appropriate and in force, and that 
no more than 5 percent of a State’s ADAP funding in a given year may be used for these services 
unless there are extraordinary circumstances that would warrant up to 10 percent of a State’s 
ADAP funding being used. We have included some examples of extraordinary circumstances.

The HAB Policy Notice (00-02) is amended as follows: No more than 5 percent of ADAP funds 
may be used for these services, except that under extraordinary circumstances, no more than 10 
percent of ADAP funds (including carryover funds), may be used to purchase services referenced 
in I. A. (1)-(3) in Policy Notice 00-02. The State can use ADAP funds to purchase these services 
referenced only if the State demonstrates to the Secretary that such additional services are 
essential and in no way diminish access to the therapeutics describes in Section 2616(a).
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Extraordinary circumstances may include such factors as demonstrated exceptionally 
low compliance and adherence rates among targeted segments of the clients receiving ADAP 
medications (e.g., active substance users, persons with serious mental illnesses), or signifi cant new 
numbers of clients entering ADAP who are new recipients of drug therapies (as a result of other 
outreach activities) that necessitate devoting added resources to these activities. The State must 
work with HAB to ensure that any requested use of ADAP funds for these services above 5 percent 
is necessary and appropriate and that existing ADAP services to clients will not be diminished or 
disrupted.
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HAB Policy Notice – 01-01: Use of Ryan White CARE Act Funds for Transitional 
Social Support and Primary Care Services for Incarcerated Persons

Below is the HIV/AIDS Bureau policy describing the use of the Ryan White CARE Act funds for 
transitional social support and primary care services for incarcerated persons. The enclosed policy 
supports the use of CARE Act funds for incarcerated persons as they prepare to exit the correctional 
system as part of effective discharge planning or when they are in the correctional system for a brief 
period, which would not include any discharge planning.

Overview
The following policy establishes guidelines for allowable expenditures under the Ryan White 
Comprehensive AIDS Resources Emergency (CARE) Act for incarcerated persons (a) as they 
prepare to exit the correctional system as part of effective discharge planning, or (b) when they 
are in the correctional system for a brief period, which would not include any type of discharge 
planning. “Incarcerated person” refers to an individual involuntarily confi ned in association with 
an allegation or fi nding of behavior that is subject to criminal prosecution. Thus, the policy applies 
to individuals who are involuntarily living in the secure custody of law enforcement, judicial, or 
penal authorities. Furthermore, this includes individuals who reside in a community setting (which 
is not part of the institutional setting of the prison system, such as a pre-release residential halfway 
house) if the individual is still involuntarily confi ned to those settings.

The intent of all Ryan White CARE Act funds is to ensure that eligible HIV-infected persons gain or 
maintain access to HIV-related care and treatment. This policy recognizes that many incarcerated 
persons will ultimately be the responsibility of CARE Act programs, so early detection, entry 
into care, and access to and continuity of care are important reasons to use CARE Act funds for 
incarcerated persons. The purpose of the policy is to provide grantees fl exibility in providing 
necessary, and otherwise unavailable, transitional primary care and social support services to 
incarcerated persons in the custody of a local, State, or Federal correctional system who are either 
nearing release or whose incarceration is of short duration. Grantees who want to develop these 
linkages should become familiar with local prisons or jails and the State and Federal correctional 
facilities and the procedures established to prepare inmates for release into the community. These 
systems could vary greatly across localities and regions. Grantees should work with the appropriate 
corrections administrators to determine what health services are legally expected to be provided 
within the correctional system and how, and whether, the correctional system addresses the 
discharge planning needs, continuity of treatment, and community linkages for inmates.

We envision grantees who establish transitional social services will link the inmate to HIV care 
and treatment and transitional primary care services. These services could be provided in the 
correctional facility prior to release as part of discharge planning (or if it is a short-term facility, 
like a local jail, which does not provide discharge planning, it would be outside of the jail or 
prison). In either situation, these services are not covered by the correctional system. Transitional 
primary care services can also be provided on a short-term basis in an outpatient setting. Grantees 
must determine, working with the correctional system, the release status of the inmate, that is, 
when they will be released, sort out what health care services are covered and provided by the 
correctional system, and what services the Ryan White CARE Act can provide.
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There are several important provisions within the CARE Act and statutory points of reference 
that defi ne the ability of CARE Act to provide services for incarcerated persons. Specifi cally, it 
is important to recognize that the purpose of the policy is not to supplant resources that are 
otherwise available, or can reasonably be expected to be available, for social service or health-
related benefi ts for incarcerated persons under any State program, an insurance policy or under 
any Federal or State health benefi ts program, or an entity that provides services on a prepaid 
basis as stated in the statute and usually referred to as payer of last resort language found in 
Sections 2605(a)(4)(A) and (B), 2617(b)(4)(F)(i) and (ii), and 2664(f)(1)(A) and (B) of the Public 
Health Service Act. For instance, in 1996, the Offi ce of the Inspector General’s (OIG) audit of a 
State’s CARE Act Title II program found CARE Act funds were used to provide transitional services 
to inmates within 90 days of release, even though under that State’s law inmates “have a right 
to medical care and prison offi cials have a corresponding duty to provide such care.” The OIG 
did not disagree with the use of CARE Act funds to support transitional services for inmates, but 
rather, in this audit, said that the State used CARE Act funds to support such services when the 
State was already paying for transitional services for other inmates. Additionally, within the newly 
reauthorized CARE Act, Congress highlighted the critical nature of coordinating and increasing 
access to social services and health-related services for incarcerated persons and directed that the 
Secretary develop and submit to the Congress, within 2 years, a comprehensive plan to address 
the provision of such services (Section 2675(e)).

Under the context as described above, the policy provides for the use of funds for transitional 
social services (e.g., medical case management and social support services) to help achieve 
immediate linkages to community-based care and treatment services upon release from custody, 
where no other services exist, or where these services are NOT the responsibility of the correctional 
system. Second, the policy also provides for the use of funds for transitional primary care services 
prior to release or during a period of short-term incarceration where no other services exist, or 
where these services are NOT the responsibility of the correctional system.

HAB Policy Notice – 01-01

Federal funds received under the Ryan White CARE Act, as established in Title XXVI of the Public 
Health Service Act, may be used for short-term, transitional social support, and primary care 
services for incarcerated persons as they prepare to exit the correctional system as part of effective 
discharge planning (or who are incarcerated for a brief period with no formal discharge planning) 
and are otherwise eligible for CARE Act services under the following conditions:

I. Incarcerated Person

“Incarcerated person” refers to an individual involuntarily confi ned in association with an 
allegation or fi nding of behavior that is subject to criminal prosecution. Thus, the policy 
applies to individuals who are involuntarily living in the secure custody of law enforcement, 
judicial, or penal authorities. Furthermore, this includes individuals who reside in a community 
setting (which is not part of the institutional setting of the prison system, such as a pre-release 
residential halfway house) if the individual is still involuntarily confi ned to those settings.
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II.  Transitional Social Services

A. Funded transitional social support services must be related to establishing or re-establishing 
linkages to HIV care and treatment services in community-based systems of care for 
incarcerated persons prior to release from custody during the time period as indicated 
in this policy. A service, such as medical case management, that links the individual with 
established primary care is an example of a transitional service that would be appropriate.

B. Recognizing that the determination of non-covered services is unique to each local, State, 
and Federal facility, and the grantee is responsible for assessing the extent to which such 
services are or should be covered by the correctional institution, the grantee must delineate 
precisely what services will be provided by the grantee and by the correctional system that 
are otherwise not available.

C. The grantee must ensure that these services supplement, but do not supplant, existing 
programs or responsibilities administered by the correctional system, or other local, State, or 
Federal agencies.

III. Transitional Primary Care Services

0.1  Transitional primary care services are services delivered in an outpatient basis or an 
outpatient setting for a brief period of time until a more permanent health care provider can 
be arranged, which includes a comprehensive continuum of care, such as primary medical 
care and prescription drugs. These services may also include HIV counseling and testing and 
referral services to obtain health care. CARE Act funds may only be used for these services 
when other sources of funds are not available.

0.2  This policy does NOT generally permit the use of Ryan White CARE Act funds in State 
and Federal prison facilities, since the State and Federal prison systems are responsible for 
providing health care services to all individuals remanded to their facility. Such care is the 
responsibility of law enforcement, judicial, and penal authorities in whose secure custody 
the individual is held. This limitation, however, does not apply to State or Federal inmates 
about to be released to the community and who are receiving health-related services using 
community resources, when not actually living in the correctional facility, such as home 
detention and halfway house programs, based on III. E.

0.3  Grantees wishing to institute a program of transitional primary care services in a local, 
State, or Federal correctional setting must either deliver these services directly or through 
subcontracts with qualifi ed HIV community-based providers to deliver HIV primary care 
services directly to eligible incarcerated persons to ensure that CARE Act funds are properly 
expended and only for services not otherwise available to any incarcerated persons.

0.4  Grantees can use CARE Act funds to support local (e.g., county, city) jails if these institutions 
are not legally responsible for meeting the HIV health care and treatment needs of persons 
in their custody.

0.5  Grantees can use CARE Act funds to support primary care services for incarcerated persons 
who reside in the community (e.g., an individual who is not part of the prison or jail system 
but resides in a pre-release facility) ONLY to the extent to which services are not available or 
should not be reasonably expected to be available to the incarcerated person involuntarily 
confi ned. Furthermore, funding is available only to support incarcerated persons who are 
expected to be eligible for and the responsibility of CARE Act programs.
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IV. Timeframe

 Flexibility in the timeframe available is essential to the effectiveness of our programs. The 
determination of the exact amount of time that is required should be determined by a 
collaborative effort between the Ryan White CARE Act project staff who will be involved in 
care during and after release, the correctional institution’s medical staff who are providing the 
care while the inmate is in custody, and based on inmate needs. While recognizing that the 
timeframe must be fl exible and determined collaboratively, it is recommended not to exceed 
180 days. The time delineation must be done in collaboration with Ryan White CARE Act HAB 
project offi cers.

V. Recognizing that the determination of non-covered support or primary care services is unique 
to each locality, the grantee is responsible for assessing the extent to which such services are 
or should be covered. The grantee must delineate precisely what services will be provided by 
the grantee and by the correctional system that are otherwise not available.

VI. The grantee must assess the availability of other public resources for social support and health-
related services and benefi ts programs in order to ensure the CARE Act funds remain the payer 
of last resort.

VII. The HAB expects that grantees will coordinate the use of funds for prison health services 
among publicly funded HIV-related community-based organizations across the other 
local, State, Federal, and public programs, in order to assure an effi cient, seamless, and 
comprehensive continuum of HIV care for the transition of incarcerated persons into the 
community.

VIII. Grantees must develop methods to ensure that communication between the correctional 
system and the grantee and/or qualifi ed provider preserve and protect patient privacy and 
confi dentiality, including the patient’s right not to disclose or to have disclosed her or his HIV 
status. Grantees and/or qualifi ed providers must ensure that only those incarcerated persons 
who wish to receive primary care and/or transitional services are referred for participation.

IX. The grantee must have a mechanism to report to the HAB on the use of funds to provide 
transitional services and social services in correctional systems, and to include the individuals served 
in the same reporting process as other CARE Act service recipients for primary care services.
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HAB Policy Notice - 02-01: Use of Ryan White CARE Act Funds 
for Outreach Services 

Below is the HIV/AIDS Bureau policy describing the use of the Ryan White CARE Act funds for outreach 
services.  This policy refl ects the changes in the Ryan White CARE Act Amendments of 2000 and 
establishes new guidelines for allowable expenditures for outreach services for all of the Titles, except 
for the Special Projects of National Signifi cance (SPNS) Program. 

A separate question and answer (Q & A) document on the Use of CARE Act Funds for Outreach Services 
is also included to assist CARE Act grantees, and their planning bodies and contractors, in developing 
effective implementation strategies in compliance with the policy. 

Introduction
This policy refl ects the provisions in the Ryan White Comprehensive AIDS Resources Emergency 
Act (CARE ) Amendments of 2000, replaces “Division of  Service Systems (DSS) Program Policy 
Guidance No. 3:  Outreach, June 1, 2000” (formerly Policy No. 97-03, March 31, 1997), and 
establishes new guidelines for allowable expenditures for outreach services.  The purpose of all 
Ryan White CARE Act funds is to ensure that eligible HIV-infected persons gain or maintain access 
to HIV-related care and treatment.  The new requirements give grantees increased fl exibility in 
providing outreach services that are designed to identify persons at high risk for HIV, to bring HIV-
infected persons into care, and for the purpose of early treatment in order to provide an array 
of early intervention and prevention services.  Outreach services include services to both HIV-
infected persons who know their status and are not in care and HIV-infected persons who do not 
know their status and are not in care.  The policy applies to all Titles and programs of the CARE 
Act, except for the Special Projects of National Signifi cance (SPNS) Program, due to its innovative 
nature and search for better models of care.

Outreach Services Prior to the Ryan White CARE Act Amendments of 2000
Prior to the reauthorization of the CARE Act, Titles I to IV grantees were allowed to use funds 
to pay for outreach services with certain restrictions.  As outlined in former DSS Program Policy 
Guidance, Title I and Title II grantees could use CARE Act funds for “outreach programs which 
have as their principal purpose identifying people with HIV disease so that they become aware 
of and may be enrolled in care and treatment services and receive related support services that 
enable them to remain in care.”  Titles I and II funds could not be used for outreach programs 
“which exclusively promote[d] HIV counseling and testing and/or which [had] as their purpose 
HIV prevention education.”  The policy also stated that grantees could not use funds for “broad-
scope awareness activities about HIV services which target the general public (poster campaigns 
for display on public transit, TV or radio public service announcements, etc.).”

Title III and Title IV had similar allowances and restrictions on the use of CARE Act funds for 
outreach services.  According to their respective program guidances, Title III and Title IV grantees 
could use funds for outreach services to target high-risk individuals, who knew their HIV status, 
or if they did not know their HIV status, for counseling and testing and ultimately to link these 
individuals into care (that is, case fi nding).  Grantees could not use funds for mass media 
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campaigns or HIV prevention education efforts that did not include linking people into care, as 
described above.  However, unlike Title I and Title II grantees, Titles III and IV grantees could use 
CARE Act funds to pay for counseling and testing services. 

Outreach Services After the Ryan White CARE Act Amendments of 2000
On October 20, 2000, the Ryan White CARE Act Amendments of 2000 (Public Law 106-345) were 
enacted.  These amendments reauthorized the CARE Act (Title XXVI of the Public Health Service 
Act) through 2005.  The goal of the Amendments was to ensure that individuals living with HIV 
and AIDS receive health care and related support services.  During the reauthorization process, the 
Congress paid close attention to signifi cant changes in the HIV/AIDS epidemic and treatments that 
occurred between 1995 and 2000.  In 2000, the CDC estimated that there were between 800,000 
and 900,000 persons living with HIV disease in the United States, with 40,000 new infections 
annually.  CDC found that only approximately one-third of those individuals are in medical care, 
one-third know their HIV status but are not in medical care, and one-third do not know their 
HIV status.  Early access to highly active antiretroviral therapy (HAART) and other care modalities 
reduces morbidity and mortality among persons living with HIV disease.

In 2002, CDC updated these estimates and found 850,000 to 950,000 persons are living with 
HIV/AIDS.  The proportion of infected persons who know their status is increasing.  CDC found 
that about 75 percent (670,000) have been diagnosed but a large proportion, approximately one-
third, may not be receiving ongoing care.  CDC indicates these two groups, persons diagnosed 
and undiagnosed, about 400,000 to 500,000 HIV-infected persons, may not have been tested, not 
receiving treatment or both. 

In response to these and other trends, Congress placed a new emphasis on identifying and 
referring people with HIV disease into regular care and treatment, especially under Title I and II. 
The primary goal of this new emphasis was to improve early diagnosis of HIV and to enhance 
access to HIV care and treatment for persons infected or at high risk for HIV infection.  The 
managers’ statement that accompanied the CARE Act Amendments stated that, “[the] intent is 
to ensure that EMAs and States understand that outreach activities which are consistent with 
early intervention services and necessary to implement the linkage into care strategies, are 
appropriate uses of Titles I and II funds.” (The Managers’ Statement of Explanation, Congressional 
Record, October 5, 2000, pages H-8841 to 8844).  It was not the Managers’ intent that such 
activities supplant or duplicate activities such as case fi nding, surveillance and social marketing 
campaigns currently funded and administered by the CDC.  Instead, the Managers’ wanted 
to relay the urgency of increasing the coordination between HIV prevention and HIV care and 
treatment services.

New Outreach Service Guidance for Grantees
All CARE Act grantees, including Titles I and II grantees can now use funds to pay for HIV 
counseling and testing, outreach, and referral services.  This policy clarifi es what constitutes 
eligible outreach services for all Titles.  In the provision of these services, grantees should target 
individuals who already know their HIV status, but are not receiving treatment.  Vulnerable, high-
risk HIV individuals who may or may not know they are HIV positive are often hesitant to seek care 
for various reasons (e.g., stigma, distrust of the health care system, lack of insurance, providers 
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who lack cultural competence). Congress acknowledged the diffi culties associated with outreach 
and recruitment among these individuals.  In support of these efforts, the fi scal year 2001 
appropriations to the Title II AIDS Drug Assistance Program (ADAP) provided $7 million to support 
targeted education and outreach to vulnerable communities, including racial/ethnic minorities 
who are disproportionately impacted by the HIV/AIDS epidemic.  

The goal of outreach services is to link individuals into care that would ultimately result in ongoing 
primary care and increased adherence to medication regimens. Outcome measures need to be 
defi ned by grantees that refl ect the goal to evaluate the success of outreach activities.  Even with 
the changes in the CARE Act Amendments, it appears that broad activities such as providing 
“leafl ets at a subway stop” or “a poster at a bus shelter” would not meet the intent of the law.  
This policy would give CARE Act grantees fl exibility to target and identify individuals who may or 
may not know their HIV status and are not in care, have not returned for treatment services or do 
not adhere with treatment requirements.

Policy for Use of Ryan White CARE Act Funds for Outreach Services
Federal funds received under the Ryan White CARE Act, as established by Title XXVI of the Public 
Health Service Act, may be used for outreach activities which have as their principal purpose 
targeting activities, under specifi c needs assessment-based service categories, that can identify 
individuals with HIV disease.  This includes those who know their HIV status and are not in care 
as well as those individuals whose HIV status is unknown, so that they become aware of the 
availability of HIV-related services and enroll in primary care, AIDS Drug Assistance Programs, and 
support services that enable them to remain in care. 

Outreach activities supported with CARE Act funds must be:

a. Planned and delivered in coordination with State and local HIV prevention outreach 
activities to avoid duplication of effort and to address a specifi c service need category 
identifi ed through State and local needs assessment processes;

b. Directed to populations known, through local epidemiological data or through review of 
service data, to be at disproportionate risk for HIV infection; 

c. Conducted in such a manner, (i.e., time of day, month, events, sites, method, cultural 
appropriateness) among those known to have delayed seeking care relative to other 
populations, etc., and continually reviewed and evaluated in order to maximize the 
probability of reaching individuals infected with HIV who do not know their serostatus or 
know their status but are not actively in treatment; 

d. Designed to:

• Establish and maintain an association with entities that have effective contact with 
persons found to be disproportionately impacted by HIV or disproportionately differ in 
local access to care (e.g., prisons, homeless shelters, substance abuse treatment centers).

• Direct individuals to early intervention services (EIS) or primary care (HIV counseling and 
testing, diagnostic, and clinical ongoing prevention counseling services with appropriate 
providers of health and support services).

• Include appropriately trained and experienced workers to deliver the message when 
applicable.
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e. Designed to provide quantifi able outcome measures such as the number of individuals 
reached of previously unknown HIV status who now know they are positive, and/or the 
number of HIV positive individuals not in care who are now in care; and 

f. Determined to be a priority service by Title I planning bodies and Title II consortia or State 
planning bodies, and be necessary to implement the EMA or State wide comprehensive 
plan and associated strategies.

Funds awarded under the CARE Act may not be used for outreach activities that exclusively 
promote HIV prevention education. Broad scope awareness activities that address the general 
public (poster campaigns for display on public transit, billboards, TV or radio announcements, 
etc.) may be funded provided that they are targeted and contain HIV information with explicit and 
clear links to health care services. 

Outreach activities should supplement, and not supplant, such activities that are carried out with 
amounts appropriated under Section 317 of the Public Health Service Act, “Project Grants for 
Preventive Health Services” administered by the CDC or with other Federal, State or local funds.

The grantee must ensure that Ryan White CARE Act funds remain the payer of last resort.
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Q & A on the Use of Ryan White CARE Act Funds for Outreach Services

1.  What is an example of a targeted outreach service? 
 The Ryan White Comprehensive AIDS Resources Emergency (CARE) Act  funds are intended 

for targeted outreach services to link persons with HIV who may or may not know their HIV 
status into care.  Each grantee must determine who these persons are, where it is most likely 
these targeted services will reach intended individuals and result in them gaining access to, 
or maintaining in, HIV-related medical care or treatment.  For example, a grantee could fund 
outreach workers to locate persons who tested positive and were informed of their test results 
but never returned for treatment.  The grantee could use local epidemiological data to target 
HIV infected women with an appropriate media campaign that reaches this targeted audience 
and also informs them of the location and hours of a clinic in their area.

2.   Can CARE Act funds be used in place of funds currently being used from local, 
State, and Federal agency for similar outreach program efforts? 

 CARE Act funds must be the payer of last resort.  Funds used for outreach service must be used 
to supplement but not supplant funds currently used from local, State, and Federal agency 
programs.  Similar outreach program efforts are defi ned as those efforts targeting persons with 
HIV who may or may not know their HIV status and are not in care.

3.   If a grantee (or subgrantee) wants to begin an outreach effort targeting persons 
with  HIV who may or may not know their status and are not in care, what must 
grantees have in place in order to proceed?

 While HRSA/HAB policy does not specify all of the  types of outreach services that can be 
funded with CARE Act funds, grantees and providers are responsible for utilizing Ryan White 
CARE Act funds for outreach activities and plans that have been approved in their grant award.  
Such plans, when submitted by grantees to HRSA must include in their budget and narrative:

• Funding amount for outreach services
• A description of outreach activities to be conducted along with a rationale for why 

these activities will identify persons with HIV not in care, and
• Supporting data describing the need for such targeted outreach efforts. 

 In addition, grantees must develop outcome measures that include what their expected results 
are from such efforts.

3a. What are some examples? 

 These outcome measures are to be determined by the grantee.  Here are examples of 
these types of output or performance measures.  Grantees may also want to review the 
HRSA/HAB “Outcomes Evaluation Technical Assistance Guides” located on the Bureau’s web 
site http://hab.hrsa.gov/tools/outcomeguides.htm.  An outcome indicator or measure are 
observable, measurable data sets, that are used to track a program’s success in reaching 
desired outcomes such as changes in CD4 counts over time that are used to track a program’s 
success in reaching desired outcomes.  Client-level outcomes are results or benefi ts for an 
individual client, including biological measures such as improved CD4 count or viral load.  
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System level outcomes are results for all clients receiving services, such as reduced morbidity or 
mortality rates.  Outputs are measures of the direct products or volume of program operations, 
such as the number of service units that a program delivers. A primary care example 
includes the number of clients served, CD4 and viral load tests completed, or specialty care 
consultation provided.  For outreach, this measure may be tracking persons who get into 
care as a result of outreach and monitoring their clinical progress.  Grantees must document 
achievements made in identifying and bringing persons into care through such outreach 
services.  

4.   Can grantees combine HIV prevention outreach activities with Ryan White CARE 
Act outreach activities?

 HIV prevention outreach services funded through CDC, states, localities, and community based 
organizations are broader in scope, than RWCA funded outreach activities.  The difference 
is in the scope, intent, and content of the message.  CARE Act outreach is targeted to reach 
persons with HIV who may or may not know their HIV status and are not in care.  CARE Act 
outreach services should be planned and delivered in a manner that: 1) targets outreach based 
on local needs assessment or epidemiologic data, to specifi c populations that are known to be 
at high risk or knowledgeable of their status, but not in care; and 2) establishes a “relationship 
or association” between the person targeted for the outreach and a program able to provide 
the service.  While HIV broad based prevention outreach services can be co-located or 
coordinated with Ryan White CARE Act outreach programs, grantees’ Ryan White CARE Act 
outreach activities must establish separate outreach planning, outcome measures, and fi nancial 
accounting for their specifi c outreach activity.

5.   The Ryan White CARE Act Amendments contained certain changes.  Explain how 
to coordinate with points of entry, and early intervention services within my 
outreach activities under RWCA? 

     Points of Entry:
 The Ryan White CARE Act Amendments of 2000 allow Title I and Title II to fund outreach 

services to link persons with HIV disease into care.  This law also introduces language such 
as  “key points of entry” (such as emergency rooms, substance abuse treatment programs, 
detoxifi cation centers, adult and juvenile detention facilities, sexually transmitted disease 
clinics, HIV counseling and testing sites, mental health program and homeless shelters) and 
“early intervention services” (HIV counseling and testing, diagnostic, and clinical ongoing 
prevention counseling services with appropriate providers of health and support services) 
where persons with HIV disease can be identifi ed, referred, and maintained in health care 
and related supportive services.  Grantees should coordinate outreach services such that they 
include key points of entry as sites where targeted outreach activities are conducted.

     Early Intervention Services (EIS):
 The grantee can use outreach to identify and refer individuals to new and existing early 

intervention services. Early intervention services stress the importance of bringing persons into 
care earlier in HIV disease progression.  Outreach services are aimed at 1) identifying persons 
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with HIV who may or may not know their status and are not in care; and 2) providing HIV 
counseling and testing, diagnostic, and clinical ongoing prevention counseling services with 
appropriate providers of health and support services. These early intervention services are now 
eligible for all Titles under the Ryan White CARE Act.  

6.  Can grantees receive Technical Assistance (T/A) to implement this policy?
 Grantees should discuss any outreach services T/A needs with their Project Offi cer who can 

provide technical T/A directly or determine if additional T/A is needed from other HRSA/HAB 
sources.  The outreach plan must meet CARE Act legislative requirements and HRSA/HAB 
policy and guidance.

7.   If I wanted to launch an outreach activity targeting persons with HIV who may or 
may not know their status and are not in care, what should I take into account in 
my program and other area providers?

 CARE Act funds should be used for outreach services that are carefully planned by grantees 
to bring persons with HIV into care.  The implementation of this policy is intended to ensure 
grantees carefully consider their outreach strategy before implementing any outreach services.  
In planning a potential outreach activity, the grantee should take into consideration the 
capacity of their programs to handle the estimated or increase in new clients.   Grantees and 
providers are responsible for developing plans in coordination with other programs such that 
these programs know of the grantees effort to launch an outreach activity.
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TITLE II: FLEXIBILITY FOR STATES 

Title II has five program areas under which States can 
deliver HIV/AIDS care. This feature of Title II reflects how 
health care environments differ substantially from State to 
State, giving States flexibility to respond to unique needs 
across their jurisdictions. The five programs are: 

(1) Services Provided Directly by States or State Contracts, 

(2) HIV Care Consortia, 

(3) Home- and Community-based Services 

(4) Health Insurance Coverage, and 

(5) Medications to Treat HIV Disease (AIDS Drug Assistance 
Program, ADAP).

Introduction

The Title II program was created to make grants to States and territories “to enable them 
to improve the quality, availability, and organization of health care and support services for 
individuals and families with HIV disease.” Eligible Title II grantees include the 50 States, the 
District of Columbia, the Commonwealth of Puerto Rico, the Virgin Islands, Guam and the 
following U.S. territories: American Samoa, the Commonwealth of the Northern Mariana Islands, 
the Republic of the Marshall Islands, the Federated States of Micronesia, and the Republic of Palau. 
Since its inception, the Title II program has funded a range of primary medical care and support 
services, described below. Five program categories exist for States to deliver services, giving them 
fl exibility to meet their diverse needs (see below, Title II Program Categories).

1 Section V

Overview Title II
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Eligible Services

Title II funds can be used to deliver the following services:

• Ambulatory (non-hospital) health care, including HIV specialty care; substance abuse and 
mental health treatment; oral health; home health; hospice; and

• Comprehensive treatment services including treatment education, antiretroviral therapies, and 
prophylaxis/treatment for opportunistic infections.

• Case management that prevents unnecessary hospitalization or delays in releases.

• Support services that “facilitate, enhance, support, or sustain the delivery, continuity, or 
benefi ts of health services for individuals and families with HIV disease.”

• Outreach and early intervention services (EIS) to identify people with HIV disease who know 
their HIV status but are not receiving HIV-related services in order to bring them into care. 
EIS can be funded as long as the grantee can demonstrate that other sources of funds are 
insuffi cient to meet current needs.

Title II Program Categories

There are fi ve mechanisms States and Territories can use to deliver Title II-funded services. They 
range from funds just for HIV-related drug costs to two programs—consortia and State Direct 
Services—that are much like Title I in such respects as planning and in providing a range of 
health and support services. This feature of Title II refl ects how health care environments differ 
substantially from State to State and the fl exibility they need to respond to unique needs.

1. AIDS Drug Assistance Program (ADAP). Primarily for medications that treat HIV disease but 
limited funds can be used to buy health insurance. States can also spend up to 5 percent of 
their ADAP award (and as much as 10 percent if they prove it is critical) on adherence support 
to help patients correctly follow complex drug regimens and on medical monitoring. States 
have considerable latitude in designing their ADAP programs in terms of drugs to cover and 
eligibility criteria. ADAP is the second largest CARE Act program, after Title I.

2. Consortia. Groups comprised of providers, consumers, and others who perform a planning 
and advisory function to regions, or the entire State, in determining needs and delivering 
essential health and support services (see below). Consortia identify service needs, plan how 
they can be met, and in some cases actually deliver services and in others do so through 
funding agreements.

3. State Direct Services. Health care and support services provided directly by the State or under 
contract. In some cases, States have opted to use this mechanism instead of directing funds 
through consortia but must document that this a more effi cient way to deliver care.

4. Health Insurance Continuity Programs. State programs that provide coverage for eligible 
low-income people with HIV disease, either by helping them maintain existing health 
insurance coverage or purchasing new coverage. Funds may not be used for creating or 
administering a risk pool or to pay for State Medicaid assistance.
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5. Home- and Community-based Services. Skilled health services provided according to a written 
care plan developed by a case management team of health professionals. Services do not include 
inpatient hospitalization, nursing home care, or placement in other long-term care facilities.

States may award funds to public, nonprofi t entities and additionally to private, for-profi t 
entities if they are the only available providers of quality HIV care in the area. Eligible organizations 
include, for example, community-based organizations, ambulatory care facilities, community health 
centers, substance abuse treatment programs, mental health programs, and faith-based programs.

Managing Title II Funds

States as the Title II grantees must ensure that funds are used appropriately—regardless of 
which of the above mechanisms they use to deliver services. States also decide how to use funds 
through planning with community and State planning groups as well as through coordination 
with other payers. Under Title II, States must also target resources to key groups. States must 
document their efforts and provide assurances in grant applications that they are meeting these 
requirements. Reports outlining how funds are used and who is being served are required. More 
specifi cally, these requirements include the following:

Planning. Community planning is used to determine use of Title II funds. It has evolved 
over the CARE Act’s history to more closely parallel Title I in terms of requirements for broadly 
representative planning body membership and certain decision-making steps to follow. The 
Amendments of 2000 refi ne the requirement that States—and their consortia—assess needs, 
prioritize, and allocate funds on the basis of characteristics of their populations and subpopulations 
with HIV/AIDS. The legislation focuses on: people living with HIV disease who are not receiving 
care; disparities in access and services; and historically underserved communities.

CONSORTIA AND STATE DIRECT SERVICES

Services that may be provided by consortia, and directly by States, include 
the following:
• Essential Health Services: Medical and nursing care; substance abuse 

treatment; dental care; diagnostics; monitoring; prophylactic treatment for 
opportunistic infections; treatment education to take place in the context of 
health care delivery; medical follow-up services; mental health, developmental, 
and rehabilitation services; and home-based health and hospice care.

• Essential Support Services: As with Title I, the Amendments of 2000 require 
that Title II fund support services that enhance access to care. The services 
that may be funded include case management, transportation, attendant care, 
homemaker services, day or respite care, benefits advocacy (e.g., working for 
access to Social Security benefits or Medicaid), nutrition services, housing 
referral services, and child welfare and family services (including foster care and 
adoption services).
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Coordination. Ensuring the best use of Title II funds with other resources is particularly 
important for Title II in administering multiple programs and working with other Federal/State 
programs like Medicaid. Coordination requirements include the following:

• Consortia service plans must be consistent with State comprehensive plans.

• States must coordinate their overall Title II funds with other programs, including other CARE 
Act programs, outreach and early intervention services, prevention, substance abuse, and 
other public payers such as Medicaid. This is done by convening a meeting of the CARE 
Act community to develop a Statewide Coordinated Statement of Need (SCSN), which is a 
mechanism CARE Act programs use to address HIV/AIDS care issues and enhance coordination. 
The annual funding application must include a description of how the allocation and use of 
resources is consistent with the SCSN.

• Title II resources cannot be used to pay for services that are funded by other sources and 
cannot be used to replace local or State spending on HIV/AIDS care.

Targeting of Resources. Various requirements reinforce the need to target CARE Act funds to 
under-served groups, including provisions that Title II:

• Provide services regardless of an individual’s ability to pay or health condition and in settings 
that are accessible to low-income people with HIV; outreach must be provided to inform them 
of the availability of services.

• Conduct outreach to HIV-positive individuals not in care who know their serostatus. Just as it 
did for EMAs under Title I, the Amendments of 2000 made early intervention services, such as 
HIV counseling and testing, fundable through Title II grants. Relatedly, funded entities must 
develop and maintain relationships with “key points of access” to facilitate early intervention 
for people newly diagnosed with HIV disease and for those who know of that they are HIV-
positive but are not receiving care.

• Provide health and support services to women, infants, children, and youth with HIV disease, 
using dollar amounts proportional to their representation of the State’s AIDS cases. A waiver is 
provided when grantees can demonstrate that the needs of a population group are being met 
through other sources, such as Medicaid or the State Children’s Health Insurance Program.

• Take administrative or legislative action to ensure that good faith efforts are made to notify a 
spouse of a known HIV-infected patient that such spouse may have been exposed to HIV and 
should seek testing.

Quality of Care. Quality of care is increasingly important for CARE Act programs given 
effective—but complex--treatments. Title II must therefore establish a quality-management 
program that measures the extent to which providers are using the latest PHS treatment 
guidelines. They also must develop strategies for ensuring that services are consistent with those 
guidelines.
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Funding

Title II funding comes in several forms: the formula grant based upon AIDS cases; ADAP funds 
for drug treatments (including supplemental ADAP grants); emerging communities grants; and 
requirements for States to match funds. In addition, Minority AIDS Initiative (MAI) funds are 
provided to target HIV related outreach and education services in communities of color hardest hit 
by HIV/AIDS.

• Title II “base” and ADAP awards are calculated on the basis of the estimated number of living 
AIDS cases in the State or Territory during each of the past 10 years. (In FY05 this will shift to 
funding based upon the prevalence of HIV disease—AIDS cases and HIV infections that have 
not yet progressed to AIDS—if such information is available.) For States with Title I Grantees, 
the formula is weighted so that 80 percent of the award is based on estimated living AIDS 
cases in the entire State or Territory, and 20 percent is based on the number of cases living 
outside Title I EMAs. The Amendments of 2000 set the minimum Title II base awards at the 
following levels:

• $200,000 for States with fewer than 90 people living with AIDS
• $500,000 for States with 90 or more people living with AIDS
• $50,000 for U.S. Territories.

• Supplemental ADAP grants represent 3 percent of ADAP funding and are awarded to States 
demonstrating severe need for medications. Considerations in supplemental awards include 
the number of eligible persons living 200 percent below poverty and the State’s ADAP and 
formulary eligibility standards.

• Emerging Communities, those with from 500 to 1,999 reported AIDS cases in the past 5 years, 
can receive a portion of the Title II base appropriation. The exact amount is calculated using 
a formula based on the increase in Title II base funds over the prior year. These grants are 
“formula” in that areas meeting eligibility criteria do not compete with one other for funds. 
Nonetheless, States must submit detailed applications that demonstrate local support and 
severe need and how funds will be spent.

• Matching funds are required from States with more than one percent of the total U.S. AIDS 
cases reported to the CDC during the previous 2 years. These matching funds can either be 
cash or in-kind resources, either directly or through donations to the State from public or 
private entities, in proportion to their Title II funding. (Puerto Rico is specifi cally excluded from 
complying with this requirement.) The match begins at $1 in State funds for every $5 Federal 
dollars and increases to $1 for every $2 in Federal funds in latter years. (Matching funds for 
ADAP supplemental treatment drug grants are required in an amount equal to $1 for each $4 
of Federal funds provided in the supplemental grant.)

• Title II supplemental funds have been awarded since fi scal year (FY) 2001 under the Minority 
AIDS Initiative (MAI) to improve the quality of care and health outcomes in communities of 
color disproportionately impacted by the HIV epidemic. The MAI allocation is based on the 
relative distribution of minority AIDS cases in accordance with criteria established by Congress. 
Funds are to initiate, modify, or expand culturally and linguistically appropriate outreach and 
education services to improve minority participation in ADAP, primary care and HIV related 
support services.
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Limits on Use of Funds

Funds used to administer Title II grants are limited as follows:

• States may not spend more than 10 percent of their grant for planning and evaluation 
activities or more than 10 percent for administration (including routine grant administration 
and monitoring); combined, expenses for these activities cannot exceed 15 percent of the 
total grant award.

• States must ensure that of the funds allocated to consortia, subcontractors, and other entities, 
no more than 10 percent of the aggregate amount will be used for administrative expenses.

• Up to 5 percent of the grant, or $3 million (whichever is less) may be used for quality 
management programs.

• Funds may not be used to make payments to recipients of services, except for reimbursement 
of appropriate out-of-pocket expenses associated with consumer participation in State or 
consortia activities.

• Funds may not be used to purchase or improve land, or to purchase, construct, or make 
permanent improvements to any building, except for minor remodeling.

• States that use Title II ADAP funds to purchase health insurance must assure that such costs, 
overall, will not exceed costs that would occur if services were purchased directly. Such 
insurance must also cover an array of drugs comparable to the State ADAP formulary.

HIV PREVALENCE AS A BASIS FOR PLANNING AND GRANT MAKING

Beginning in FY 2005, Title II formula grants will be awarded based on the 
prevalence of HIV disease (i.e., reported AIDS cases and HIV-infections that 
have not yet progressed to AIDS) if the Secretary of Health and Human 
Services has determined that HIV surveillance data are adequate for 
doing so. In making this determination, the Secretary must consider the 
results of an Institute of Medicine Study to be carried out under the 2000 
Amendments. The Centers for Disease Control and Prevention (CDC) must 
confirm the reliability of such data.

If the Secretary determines that the data are not sufficient by FY 2005, 
this will be reconsidered for FY 2006. HIV prevalence data will in any case be 
used for making awards as of FY 2007.
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Introduction

State direct services allow States—under certain circumstances—to directly fund services 
normally provided through consortia. This category was added to the original four Title II program 
categories in the 1996 Amendments. The others include: consortia; home- and community-based 
programs; continuity of health insurance; and treatments.

The purpose of State direct services is to allow States to contract directly with providers and 
then to use their own State programs to deliver services in those cases where it is more effective to 
do so. Services that may be funded through State direct services are the same as those outlined for 
consortia.

Legislative Background

State Direct Services Category
Section 2612(a) of the CARE Act defi nes Title II programs, including State direct services and—

relatedly—consortia, stating that a “ State may use amounts provided under grants made under 
this part:

(1) to provide the services described in section 2604(b)(1) for individuals with HIV disease;

(2) to establish and operate HIV care consortia within areas most affected by HIV disease that 
shall be designed to provide a comprehensive continuum of care to individuals and families with 
HIV disease in accordance with section 2613;

Services described in paragraph (1) shall be delivered through consortia as described in 
paragraph (2), where such consortia exist, unless the State demonstrates to the Secretary that 
delivery of such services would be more effective when other delivery mechanisms are used. In 
making a determination regarding the delivery of services, the State shall consult with appropriate 
representatives of service providers and recipients of services who would be affected by such 
determination, and shall include in its demonstration to the Secretary the fi ndings of the State 
regarding such consultation.”

2 Section V

State Direct Services
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Eligible Services
Services that can be funded under State direct services are defi ned under Section 2604(b)(1) 

and Section 2612(b) as follows:

Section 2604(b)(1)(C) Inpatient case management services that prevent unnecessary 
hospitalization or that expedite discharge, as medically appropriate, from inpatient facilities.

Section 2612(b) (1) Outpatient and ambulatory support services under section 2611(a) 
(including case management) to the extent that such services facilitate, enhance, support, or 
sustain the delivery, continuity, or benefi ts of health services for individuals and families with HIV 
disease.

Section 2612(b)(2) Outreach activities that are intended to identify individuals with HIV 
disease who know their HIV status and are not receiving HIV-related services, and that are:

(A) necessary to implement the strategy under section 2617(b)(4)(B), including activities 
facilitating the access of such individuals to HIV-related primary care services at entities described 
in subsection (c)(1);

(B) conducted in a manner consistent with the requirement under section 2617(b)(6)(G) and 
2651(b)(2); and

(C) supplement, and do not supplant, such activities that are carried out with amounts 
appropriated under section 317.

Section 2612(c) Early Intervention Services:

(1) In General.—The purposes for which a grant under this part may be used include providing 
to individuals with HIV disease early intervention services described in section 2651(b)(2), with 
follow-up referral provided for the purpose of facilitating the access of individuals receiving the 
services to HIV-related health services. The entities through which such services may be provided 
under the grant include public health departments, emergency rooms, substance abuse and 
mental health treatment programs, detoxifi cation centers, detention facilities, clinics regarding 
sexually transmitted diseases, homeless shelters, HIV disease counseling and testing sites, health 
care points of entry specifi ed by States or eligible areas, federally qualifi ed health centers, and 
entities described in section 2652(a) that constitute a point of access to services by maintaining 
referral relationships.

(2) Conditions.—With respect to an entity that proposes to provide early intervention services 
under paragraph (1), such paragraph applies only if the entity demonstrates to the satisfaction of 
the State involved that—

(A) Federal, State, or local funds are otherwise inadequate for the early intervention services 
the entity proposes to provide; and

(B) the entity will expend funds pursuant to such paragraph to supplement and not supplant 
other funds available to the entity for the provision of early intervention services for the fi scal 
year involved.
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HAB/DSS Expectations

States may provide HIV-related services directly or through contract. States must deliver these 
services through consortia where consortia exist, unless the state demonstrates to the Secretary 
that the delivery of such services would be more effective when other service delivery mechanisms 
are used. As part of the justifi cation for the other service delivery mechanism, States with consortia 
must furnish the results of their consultation with appropriate representatives of service providers 
and recipients of services in those areas where a change of service delivery mechanism is proposed.
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Introduction

Local autonomy in determining the use of available funds is a core principle of the CARE Act, 
including for State-level activities as funded through Title II. In a number of Title II States and 
Territories, one or more HIV care consortia serve as local Title II planning bodies. Consortia are 
groups comprised of providers, consumers, and others who perform a planning and advisory 
function to regions, or the entire State, in determining needs and delivering essential health and 
support services. Consortia identify service needs, plann how they can be met, and in some cases 
actually deliver services and in others do so through funding agreements.

Regional and Statewide Title II consortia exist nationwide. The size and composition of regions 
served vary greatly. For example, the service area may include a single county, a metropolitan 
area, or a large multi-county area.

In making these consortia work effectively, the CARE Act establishes basic duties of Title II 
grantees and consortia, as well as lead agencies that administer consortia. Many States have 
developed their Title II consortia structures and relationships based on experience gained since the 
CARE Act was enacted in 1990. There is no single structure or division of responsibilities that all 
consortia must use. Rather, they are guided by the legislation, State policies and guidelines, HAB/
DSS guidance, the unique characteristics of a State, the epidemic as it affects a State or region, 
and sound practice (e.g., effi cient and effective service delivery, program management, fl exibility, 
regular oversight, and open communication within and across States).

Legislative Background

Section 2613 of the CARE Act specifi es responsibilities of Title II consortia in terms of services, 
consortia duties, and composition of consortia, under the following provisions:

3 Section V

Consortia
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Establishment of Consortia
Section 2613(a) allows States to establish consortia to provide HIV-related services, where 

consortia are defi ned as “an association of one or more public, and one or more nonprofi t private, 
(or private for-profi t providers or organizations if such entities are the only available providers 
of quality HIV care in the area) health care and support service providers and community based 
organizations operating within areas determined by the State to be most affected by HIV disease;”

Consortia Services
Consortia are established to provide services as follows:

(2) [agree] to use such assistance for the planning, development and delivery, through 
the direct provision of services or through entering into agreements with other entities for the 
provision of such services, of comprehensive outpatient health and support services for individuals 
with HIV disease; that may include:

(A) essential health services such as case management services, medical, nursing, substance 
abuse treatment, mental health treatment, and dental care, diagnostics, monitoring, prophylactic 
treatment for opportunistic infections, treatment education to take place in the context of health 
care delivery, and medical follow-up services, mental health, developmental, and rehabilitation 
services, home health and hospice care; and

(B) essential support services such as transportation services, attendant care, homemaker 
services, day or respite care, benefi ts advocacy, advocacy services provided through public and 
nonprofi t private entities, and services that are incidental to the provision of health care services 
for individuals with HIV disease including nutrition services, housing referral services, and child 
welfare and family services (including foster care and adoption services).

An entity or entities of the type described in this subsection shall hereinafter be referred to in 
this title as a “consortium or “consortia.”

Consortia Duties
(b) Assurances.

(1) Requirement—To receive assistance from a State under subsection (a), an applicant 
consortium shall provide the State with assurances that:

(A) within any locality in which such consortium is to operate, the populations and 
subpopulations of individuals and families with HIV disease have been identifi ed by the 
consortium, particularly those experiencing disparities in access and services and those who reside 
in historically underserved communities;

(B) the service plan established under subsection (c)(2) by such consortium is consistent with 
the comprehensive plan under section 2617(b)(4) and addresses the special care and service needs 
of the populations and subpopulations identifi ed under subparagraph (A); and

(C) except as provided in paragraph (2), the consortium will be a single coordinating entity 
that will integrate the delivery of services among the populations and subpopulations identifi ed 
under subparagraph (A).
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(2) Exception.—Subparagraph (C) of paragraph (1) shall not apply to any applicant 
consortium that the State determines will operate in a community or locality in which it has been 
demonstrated by the applicant consortium that:

(A) subpopulations exist within the community to be served that have unique service 
requirements; and

(B) such unique service requirements cannot be adequately and effi ciently addressed by a 
single consortium serving the entire community or locality.

(c) Application.

(1) In General.—To receive assistance from the State under subsection (a), a consortium shall 
prepare and submit to the State, an application that—

(A) demonstrates that the consortium includes agencies and community-based 
organizations—

(i) with a record of service to populations and subpopulations with HIV disease requiring care 
within the community to be served; and

(ii) that are representative of populations and subpopulations refl ecting the local incidence of 
HIV and that are located in areas in which such populations reside;

(B) demonstrates that the consortium has carried out an assessment of service needs within 
the geographic area to be served and, after consultation with the entities described in paragraph 
(2), has established a plan to ensure the delivery of services to meet such identifi ed needs that 
shall include:

(i) assurances that service needs will be addressed through the coordination and expansion of 
existing programs before new programs are created;

(ii) assurances that, in metropolitan areas, the geographic area to be served by the consortium 
corresponds to the geographic boundaries of local health and support services delivery systems to 
the extent practicable;

(iii) assurances that, in the case of services for individuals residing in rural areas, the applicant 
consortium shall deliver case management services that link available community support services 
to appropriate specialized medical services; and

(iv) assurances that the assessment of service needs and the planning of the delivery of services 
will include participation by individuals with HIV disease;

(C) demonstrates that adequate planning has occurred to meet the special needs of families 
with HIV disease, including family centered and youth centered care;

(D) demonstrates that the consortium has created a mechanism to evaluate periodically—

(i) the success of the consortium in responding to identifi ed needs; and

(ii) the cost-effectiveness of the mechanisms employed by the consortium to deliver 
comprehensive care;
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(E) demonstrates that the consortium will report to the State the results of the evaluations 
described in subparagraph (D) and shall make available to the State or the Secretary, on request, 
such data and information on the program methodology that may be required to perform an 
independent evaluation; and

(F) demonstrates that adequate planning occurred to address disparities in access and services 
and historically underserved communities.

(2) Consultation.—In establishing the plan required under paragraph (1)(B), the consortium 
shall consult with:

(A)(i) the public health agency that provides or supports ambulatory and outpatient HIV-
related health care services within the geographic area to be served; or

(ii) in the case of a public health agency that does not directly provide such HIV-related health 
care services such agency shall consult with an entity or entities that directly provide ambulatory 
and outpatient HIV-related health care services within the geographic area to be served;

(B) not less than one community-based organization that is organized solely for the purpose of 
providing HIV-related support services to individuals with HIV disease;

(C) grantees under section 2671, or, if none are operating in the area, representatives in the 
area of organizations with a history of serving children, youth, women, and families living with 
HIV; and

(D) the types of entities described in section 2602(b)(2).

The organization to be consulted under subparagraph (B) shall be at the discretion of the 
applicant consortium.

(d) Defi nition.—As used in this part, the term “family centered care” means the system 
of services described in this section that is targeted specifi cally to the special needs of infants, 
children, women, and families. Family centered care shall be based on a partnership between 
parents, professionals, and the community designed to ensure an integrated, coordinated, 
culturally sensitive, and community-based continuum of care for children, women, and families 
with HIV disease.

(e) Priority.—In providing assistance under subsection (a), the State shall, among applicants 
that meet the requirements of this section, give priority—

(1) fi rst to consortia that are receiving assistance from the Health Resources and Services 
Administration for adult and pediatric HIV-related care demonstration projects; and then

(1) to any other existing HIV care consortia.
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DEFINITIONS

The grantee is the recipient of CARE Act funds. Under Title II, the governor 
of a State designates a State agency, usually the health department, as 
the grantee.

A consortium, or HIV care consortium, is a planning entity established 
by State grantees under Title II of the CARE Act to plan and sometimes 
administer Title II services as a lead agency. A consortium is an association 
of public and nonprofit health care and support service providers that 
develops and delivers services for PLWH. For-profit organizations may also 
be consortium members, if such entities are the only available providers of 
quality HIV care in an area. Some consortia are incorporated 501(c)(3) tax-
exempt organizations. Some States have a single Statewide consortium.

First-line entities are those entities receiving CARE Act funds directly from 
the Title II grantee.

A lead agency is the agency responsible for contract administration for 
Title II funds within a consortium region. Generally, the lead agent is also 
called a fiscal agent. An incorporated consortium sometimes serves as the 
lead agency.
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Establishment of HIV CARE Consortia

The CARE Act enables–but no longer requires–States to use Title II funds to support HIV care 
consortia within areas most affected by HIV disease and to provide a comprehensive continuum of 
care to individuals and families with HIV disease. (Prior to the 1996 CARE Act Amendments , States 
with more than one percent of total national AIDS cases were required to use at least 50 percent 
of their award to fund consortia.) Under the amended Act, the grantee may do the following:

• Fund consortia to provide comprehensive outpatient health and support services within areas 
determined by the State to be most affected by HIV disease, or

• When justifi ed, use Title II funds to directly plan, develop, and deliver such services.

Section 2613 of the CARE Act specifi es the following categories of services, which may be 
provided through consortia or directly by the grantee:

• Essential health services such as case management services, medical nursing, substance 
abuse treatment, mental health treatment, dental care diagnostics, monitoring, prophylactic 
treatment for opportunistic infections, treatment education to take place in the context 
of health care delivery, medical follow-up services, mental health, developmental and 
rehabilitation services, and home health and hospice care.

TITLE II CONSORTIA AND LEAD AGENCIES

The duties of Title II consortia and lead agencies depend upon the Title II 
structure within a given State. A variety of structures and models are in 
use across the country. Some models include the following:
• No consortia – grantee does all planning and serves as lead or fiscal agent, or 

convenes an advisory group involved only in planning.
• One Statewide consortium – consortium serves as the planning body for the 

grantee, which retains responsibility as lead or fiscal agent.
• Unincorporated regional consortia – consortia serve as planning bodies but have 

no fiscal agent responsibilities – these remain with the State or are contracted 
to a lead agency, such as regional or local offices of the State health 
department, local health department or other public agency, a university, a 
foundation, an AIDS service provider, or some other local nonprofit organization.

• Incorporated consortia – consortia responsible for planning and serving as their 
own lead agency.

Sometimes a consortium is part of a combined structure with another 
CARE Act planning body such as a Title I planning council, or with an HIV 
Prevention Community Planning Group. This may mean that a local health 
department or some other agency of local government serves as the lead or 
fiscal agent.
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• Essential support services such as transportation services, attendant care, homemaker services, 
day or respite care, benefi ts advocacy, and advocacy services provided through public and 
nonprofi t private entities, and services that are incidental to the provision of health care 
services for individuals with HIV disease including nutrition services, housing referral services, 
and child welfare and family services (including foster care and adoption services).

In States with established consortia, the consortia usually contract for or deliver these services, 
but the State may provide services directly if it can demonstrate that other delivery mechanisms 
would be more effective. In making such a determination, the State is required to consult with 
representatives of service providers and with service recipients who would be affected by such a 
decision, and to report the fi ndings of this consultation to HAB/DSS, as stated in the CARE Act, 
Section 2612.

GRANTEE DUTIES

Planning, Management, and Coordination

In addition to providing services, the grantee has legislated planning, 
management, and coordination responsibilities. Among the most important 
are the following (the first two are often carried out in partnership with 
regional consortia):
• Develop a local comprehensive plan for Title II-funded services and conduct public 

hearings concerning the intended use and distribution of Title II funds.
• Provide for program assessment —a periodic independent peer review to assess 

the quality and appropriateness of health and support services provided by 
entities that receive funds from the State.

• Coordinate the development of a Statewide Coordinated Statement of Need 
(SCSN) by ensuring that the public health agency administering the grant for 
the State periodically convenes a meeting of PLWH, representatives of grantees 
under each part of this title, providers, and public agency representatives for 
this purpose.

• Develop a Statewide Comprehensive Plan.

Grantee Assurances

The grantee must ensure that HIV-related health care and support services 
funded partly or entirely through Title II funds are provided in settings that 
are accessible to low-income PLWH and are offered regardless of a client’s 
ability to pay or current or past health condition.
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Legislative Requirements and “Sound Practices” for Consortia

Consortium Composition and Service Area
The legislation describes a consortium as an association of one or more public and one or 

more private nonprofi t health care and support service providers (or private for-profi t providers of 
quality HIV care in the area) and community-based organizations.

A consortium serves a specifi ed geographic area within a State, generally determined by the 
grantee. While usually a single consortium serves each area, it is possible for a State to determine, 
or a consortium to demonstrate, that specifi c populations within a community or locality have 
unique service requirements that cannot be adequately and effi ciently addressed by a single 
consortium serving the entire community or locality. In such situations, more than one consortium 
may serve different population groups within the same geographic area, or a State may provide 
services directly to a specifi c population.

Consortia Legislated Responsibilities
According to Section 2613 of the CARE Act, a Title II consortium is required to carry out the 

following responsibilities:

• Conduct a needs assessment within the geographic area served. The assessment is to be done 
in collaboration with public health and community-based providers of HIV-related services and 
with the participation of PLWH.

• Develop a plan to meet identifi ed service needs, with the participation of PLWH. In 
establishing service plans, consortia must demonstrate that they have consulted with the 
public health agency or other entity(ies) providing HIV-related health care in the area, at least 
one community-based AIDS service provider, and Title IV grantees or organizations with a 
history of serving children, youth, women, and families with HIV disease.

• Promote coordination and integration of community resources and services and address the 
needs of all affected populations. The consortium is required to address service needs through 
the coordination and expansion of existing resources before new programs are created, and to 
ensure access to a continuum of care through case management services.

• Assure the provision of comprehensive outpatient health and support services, either by 
entering into agreements with existing agencies or by providing services directly.

• Periodically assess its own success and cost-effectiveness in responding to service needs.

To obtain Title II funding from the grantee, a consortium must do the following:

• Submit an application that demonstrates that it has carried out the required needs assessment 
and service planning with the required consultation and community involvement.

• Demonstrate its capacity to coordinate services.

• Show that it has mechanisms in place to evaluate program success.

• Demonstrate that adequate planning occurred to address disparities in access to services and 
historically underserved communities.
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Other Consortium Roles and Responsibilities
A Title II consortium typically fulfi lls both the responsibilities specifi ed in the legislation and 

additional roles that may be specifi ed by the State or may be agreed upon by the consortium 
membership based on its stated purposes and priorities. The roles and activities required of a 
consortium depend upon the responsibilities delegated to it by the State, its structure and service 
area characteristics, and its funding level. Effective and effi cient operations–”sound practice”–
may require roles additional to those specifi ed in the legislation or required by a grantee. Some 
functions may not be feasible in a very rural State or an area with a very limited network of service 
providers. A consortium should carefully consider roles and responsibilities such as the following:

Planning and Decision Making Procedures

• Develop and consistently enforce effective and clearly explained policies and procedures for 
managing confl icts of interest. Members must especially be aware of the potential for confl ict 
of interest when consortia are responsible for procurement, and when a large proportion of 
consortium members are funded Title II providers.

• Establish grievance procedures.

Priority Setting

• Complete an annual priority-setting process that weighs needs against available resources and 
informs the resource allocation process.

Other Planning-Related Tasks

• Establish mechanisms for collaboration among all HIV care and prevention agencies.

• Sometimes, serve as an umbrella for HIV/AIDS planning in the community.

• Develop resources to obtain additional sources of funding, both public and private.

• Develop initiatives to educate the community about treatment for HIV disease, and advocate 
for enhanced HIV-related health care and support.

• Take a leadership role in assessment and evaluation of service quality, unit costs, effectiveness, 
and administrative effi ciency, in cooperation with providers, the lead agency, and the grantee.

• Provide management and support services to service providers. Consortia may choose 
to assume responsibility for providing or coordinating capacity-building assistance in 
organizational management and service delivery.

• Provide advisory services to local government agencies, to encourage attention to HIV/AIDS 
issues and coordination and collaboration with Title II services.

Service Delivery

• Establish service standards. Consortia may develop service or quality of care standards for their 
providers, and may choose to use–or have their lead agencies use–these standards as criteria 
for selecting providers/contractors.

• Where a continuum of care does not exist, directly provide essential services to PLWH and 
their families.
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Lead Agency Duties
Lead agency roles relate to managing Title II funds, not only for the consortium’s own 

planning and administration but also for the provision of primary care and support services 
for PLWH.

The CARE Act does not require the existence of a separate lead agency or fi scal agent for 
a consortium. All the roles and responsibilities carried out by lead agencies may be carried out 
directly by consortia.

In addition, because providers that receive–or would like to obtain–Title II funding are often 
a major segment of the consortium membership, the potential for confl ict of interest is especially 
great when consortia are directly involved in procurement. (The CARE Act does not directly 
address this issue with regard to consortia unless they are merged with Title I planning councils, 
which are not permitted to do procurement.) Consortia are expected to have policies that address 
confl ict of interest, and many consortium service areas have a separate lead agency to fulfi ll the 
procurement function; sometimes the grantee requires a separate lead agency.

The lead agency may be a public agency, service provider, or some other kind of nonprofi t 
organization. A for-profi t entity may serve as lead agency only where a service area includes no 
nonprofi t organization capable of serving as lead agency.

In some States, the consortium contracts with the lead agency through a written agreement 
or contract to carry out specifi c duties on its behalf. In other States, the grantee designates the 
responsibilities of the lead agencies and contracts directly with them.

The following duties are often assigned to the lead agency:

• Procurement. This includes developing and implementing a competitive and/or sole source 
bidding process for selecting subcontractors, developing subcontract agreements, and signing 
subcontracts with providers and consultants.

• Staff support to the consortium. This may include employing, supervising, and providing 
offi ce space for consortium staff, or assigning lead agency staff to support consortium 
functions. It may also include administrative tasks such as maintaining consortium fi les, 
organizing consortium mailings, and arranging consortium meetings.

• Fiscal management. This includes such tasks as establishing a bank account; receiving, 
checking, and paying invoices from subcontractors; invoicing the State and other funders; 
reimbursing subcontractors; and, submitting fi nancial reports to the consortium and the State.

• Subcontract management. This includes such tasks as developing program and fi scal 
report formats for subcontractors, ensuring that subcontractors collect and report CARE 
Act Data Report (CADR) data, monitoring and evaluating the work of providers and other 
subcontractors, modifying and terminating contracts based on approved standards and 
requirements, and ensuring that subcontractors have client grievance procedures.

• Establishment and implementation of confl ict of interest and grievance procedures. This 
includes preventing confl ict of interest in procurement and providing grievance procedures 
that address the procurement and contract management process.
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• Reporting. This includes preparation and submission of regular programmatic and fi nancial 
reports to the consortium, the State, and other funders.

• Resource development. This may include a major role in preparing the consortium’s Title II 
funding application to the State and the preparation of other funding proposals to public or 
private funding sources. Such resource development may be independent of Title II activities.

Some lead agencies are also HIV disease service providers. Lead agencies may also provide 
direct Title II services. However, some grantees and consortia require that lead agencies not 
receive Title II funds for direct service provision, to avoid the potential for confl ict of interest 
in the procurement process. If a lead agency is also a Title II-funded provider, the grantee and 
consortium should require that procedures be established and implemented to manage confl ict of 
interest in the procurement and contract management process.

Whether the grantee or the consortium is the decision maker, the determination of which 
duties should be contracted to a lead agency requires careful consideration. Factors to consider 
include:

• State procurement regulations

• Legal status of the consortium

• Whether the consortium has suffi cient funds to hire full-time staff

• Composition of the consortium’s membership

• Frequency with which the consortium meets

• Consortium’s capacity to maintain active committees to share the workload

• Consortium’s ability to address issues such as confl ict of interest and grievances.

Generally, the more limited the fi nancial and human resources available to the consortium, 
the greater the need for a staffed lead agency. Selection of a lead agency separate from the 
consortium also depends on the availability of a credible, appropriate, and willing entity, with 
strong fi scal and administrative management capacity and an ability to manage and minimize 
confl ict of interest, particularly in the procurement process.

Relationships

The Grantee and its Consortia
Consortia are responsible to the State Title II grantee. The grantee typically determines 

whether there will be consortia, and if so, specifi es their geographic boundaries and 
responsibilities. The State decisions regarding consortia may include the following:

• The State may decide whether consortia should operate independently or be merged 
with Title I-eligible metropolitan areas (EMAs) in States that have Title I EMAs, or with HIV 
Prevention Community Planning Groups. For example, in 1997, California decided that Title I 
planning councils and Title II consortia serving overlapping geographic areas must merge into 
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a single combined planning body. The State also encourages them to serve as HIV Prevention 
Community Planning Groups. Florida has combined all three entities.

• The State may decide what funds consortia are to plan for and allocate: only Title II funds or 
other State or Federal funds, such as Housing Opportunities for People with AIDS (HOPWA) 
funds or State HIV/AIDS funds.

• The State may decide whether consortia will serve as decision makers with respect to the 
allocation of Title II funds in their geographic area, or serve as planning and advisory entities, 
perhaps setting service priorities and recommending them to the grantee, which makes fi nal 
decisions regarding the allocation of Title II funds and serves as the fi scal agent, responsible for 
procurement and subcontract management. For example, Massachusetts does all contracting 
with providers.

• The State may decide whether a consortium is permitted to serve as its own lead agency. For 
example, Wisconsin does not permit consortia to serve as their own lead agencies because 
they are not incorporated. Michigan serves as lead or fi scal agent for two of its eight consortia, 
while the other six have separate lead agencies. Where consortia are not permitted to serve as 
lead agencies, the grantee may specify what kind of entity may serve as a lead agency. There 
may be a requirement that the lead agency not be an agency that seeks CARE Act funding, 
or that it must be a public health agency. For example, Florida now has regional offi ces of the 
State health department serve as lead agencies.

• The State may establish any requirements regarding consortium leadership or operating 
procedures. For example, Wisconsin does not allow a consortium to be chaired by an 
individual who represents a funded Title II provider. Many grantees require consortia to 
develop confl ict of interest policies.

• The State may defi ne proper lines of communication. When a consortium has employees, it is 
important to clarify lines of communication among staff, chair, or co-chairs, and the grantee. 
The grantee often considers staff the fi rst point of contact. For example, in New Jersey, where 
consortia have paid staff, the grantee works through staff and sometimes chairs or co-chairs, 
and discourages direct contact with individual consortium members and subcontractors.

The Consortium and its Lead Agency
Where the Title II structure includes a consortium and a separate lead agency, the success of 

program planning and implementation at the local level depends to a considerable degree upon 
the relationship between these two entities. Experience demonstrates the importance of clearly 
defi ned and regularly monitored relationships. The different roles and shared responsibilities of 
consortia and lead agencies are charted in the Attachment at the end of this chapter.

Some consortia feel that they can obtain the most benefi t from a lead agency if they share 
offi ce space and tasks. However, to avoid overlap, perceived or actual confl ict of interest, and 
ineffi ciencies due to role confusion, it is important to ensure careful defi nition and deliberate 
separation of at least certain key functions, such as fi nancial decision making and fi scal 
management. To ensure appropriate separation, some grantees and/or consortia may bar lead 
agency staff from serving as voting members, board members, offi cers, or members of certain 
committees.
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The consortium and the lead agency need a written memorandum of understanding 
that defi nes their working relationship. The following should be included in the memorandum 
of understanding:

• Clear written specifi cation of responsibilities and tasks assigned to each entity, with special 
clarity regarding shared responsibilities

• Applicable State procurement policies

• An ongoing system of checks and balances using mutual reviews and discussion

• Appropriate oversight (and in some States, periodic evaluation) of the lead agency by the 
consortium, including whether the lead agency adheres to priorities established by the 
consortium

• Clarity regarding the relationship of each entity to the grantee.

The grantee should provide oversight of lead agency policies, procedures, and performance, 
with emphasis on procurement, subcontract management, grievance policies and procedures, and 
confl ict of interest management, as well as periodic evaluation of the lead agency. See “Contract 
Monitoring” in this Manual for more information on evaluation of the lead agency by the 
consortium, as well as lead agency responsibility for contract monitoring and evaluation.

The Grantee, Consortia, and Lead Agencies
States differ in their formal and informal relationships with consortia and lead agencies, and 

in their points of contact within the consortia. These relationships are determined by factors 
including the State’s consortium and lead agency structure, the level of resources at the grantee 
and consortium levels, whether consortia have paid staff, and the number of consortia in the State.

In many States, the grantee emphasizes the importance of frequent and direct communication 
between consortia, lead agencies, and grantee. However, the demands on staff created by 
frequent direct contact with many consortia can lead some States to seek ways to reduce or 
manage direct contacts. Grantees may expect to receive reports and to address administrative 
and fi scal matters directly with the lead agency. For example, California has contracts with its lead 
agencies, but no direct agreements with consortia. In Wisconsin, the State holds meetings and 
conference calls with consortia chairs, but deals directly with the lead agencies on contract issues. 
Michigan and Wisconsin try to keep lines of communication open with both consortia and lead 
agencies.

It is important for grantees, consortia, and lead agencies to share a common understanding of 
expected lines of communication and reporting. For example, there should be explicit agreement 
on the following:

• Desired lines of communication between the grantee and its consortia and lead agencies, 
including whether the grantee expects to deal directly with both entities and on what issues

• Reporting requirements, including what kinds of written information will be provided directly 
to the grantee from the lead agency, and what information must be submitted to or through 
the consortium
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• Points of communication–chairs versus staff of consortia, and when and under what conditions 
the State will talk to individual consortium members other than chairs or co-chairs and/or to 
funded providers.

R E F E R E N C E S

Title II structures and models. See the “Title I and Title II 
Coordination and Consolidation” chapter in this Manual.

Evaluation of the lead agency by the consortium; Lead 
agency responsibility for contract monitoring and evaluation. 
See the “Contract Monitoring” chapter in this Manual.
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ATTACHMENT

Lead Agency and Consortium Roles

 C O N S O R T I U M       L E A D  A G E N C Y

 Needs Assessment Implementation
 (assess both needs and resources)

 Prioritize Gaps Contracts

 Comprehensive Planning Fiduciary

 • Where are we?

 • Where do we want to go? Procurement of Services

 • How do we get there? • write / issue RFP

 • Did we get there? 

  Staff Support - Consortium

 Evaluation Fiscal Management

 • Evaluate process 

  Subcontract Management

  Reporting

  Resource Development

  Contract Monitoring

 Evaluation

 Consortium and Lead Agency Collaborate to Evaluate:

 • Cost Effectiveness

 • Effi cacy of Meeting Need

 HRSA Title II Requires that Consortia Evaluate:

 • Cost Effectiveness of Service Delivery Mechanism

 • How Well Needs Identifi ed by Needs Assessment Were Met

 HRSA Recommends Evaluation of:

 • Quality of Service

 • Consortium Process

 • Consortium Cost Effectiveness
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Introduction

Home- and community-based care (HCBC) is one of the fi ve programs for which Title II funds 
may be spent. HCBC provides services to clients in their homes or in a community-based setting, 
may reduce costly stays in hospitals and nursing homes and offers clients the benefi t of being 
treated in a more comfortable and familiar environment. Health services research has documented 
the cost effectiveness of this approach as well as the psychosocial benefi ts to their clients.

Legislative Background

Section 2612 of the CARE Act states that a State may use amounts provided under Title II 
“(3) to provide home- and community-based care services for individuals with HIV disease in 
accordance with section 2614;”

Sec. 2614 states that a State may make grants under section 2612(a)(2) to entities to

“(1) provide home- and community-based health services for individuals with HIV disease 
pursuant to written plans of care prepared by a case management team, that shall include 
appropriate health care professionals, in such State for providing such services to such individuals;

“(2) provide outreach services to individuals with HIV disease, including those individuals in 
rural areas; and

“(3) provide for the coordination of the provision of services under this section with the 
provision of HIV-related health services provided by public and private entities.

“(b) PRIORITY.—In awarding grants under subsection (a), a State shall give priority to entities 
that provide assurances to the State that—

“(1) such entities will participate in HIV care consortia if such consortia exist within the State; and

“(2) such entities will utilize amounts provided under such grants for the provision of home- 
and community-based services to low-income individuals with HIV disease.

4 Section V

Home- and Community-Based Care
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“(c) DEFINITION.—As used in this part, the term ‘home- and community-based health 
services’—

“(1) means, with respect to an individual with HIV disease, skilled health services furnished 
to the individual in the individual’s home pursuant to a written plan of care established by a case 
management team, that shall include appropriate health care professionals, for the provision of 
such services and items described in paragraph (2);

“(2) includes—

“(A) durable medical equipment;

“(B) homemaker or home health aide services and personal care services furnished in the 
home of the individual;

“(C) day treatment or other partial hospitalization services;

“(D) home intravenous and aerosolized drug therapy (including prescription drugs 
administered as part of such therapy);

“(E) routine diagnostic testing administered in the home of the individual; and

“(F) appropriate mental health, developmental, and rehabilitation services; and

“(3) does not include—

“(A) inpatient hospital services; and

“(B) nursing home and other long term care facilities.”

Operation of Home- and Community-Based Services

In funding home- and community-based care services, some States pool their allocations for 
these services with resources from other funding streams including Title I dollars. Also, Medicaid 
will reimburse certain personal care services, but not other home care services. States must 
make a concerted effort to determine clients’ eligibility for Medicaid. CARE Act funding provides 
reimbursement only for people who do not receive and do not qualify for other health care 
coverage or for those needed services not covered under an individual’s existing coverage.

Keeping in mind that the CARE Act is the payer of last resort, States must ensure that Medicaid 
is utilized to the fullest extent for home- and community-based care services covered by both 
funding streams.
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DEFINITION OF HOME- AND COMMUNITY-BASED CARE

Home- and community-based care is defined as follows: therapeutic, nursing, 
supportive and/or compensatory health services provided by a licensed/
certified home health agency in a home/residential setting in accordance 
with a written, individualized plan of care established by a case management 
team that includes appropriate health care professionals. Component 
services include the following:
• Durable medical equipment
• Homemaker or home health aide services and personal care services furnished in 

the home of the individual
• Day treatment or other partial hospitalization services
• Home intravenous and aerosolized drug therapy, including prescription drugs 

administered as part of such therapy
• Routine diagnostic testing administered in the home of the individual, and
• Appropriate mental health, developmental, and rehabilitation services.

Note: Home- and community-based care does not include inpatient hospital 
services or care in nursing homes and other long term care facilities.
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Introduction

One of the fi ve program components specifi ed in the CARE Act for which Title II funds may be 
spent is a continuum of health insurance coverage for people living with HIV disease (PLWH). Loss 
of health insurance or lack of coverage is always a fearful prospect and even more so for people 
dealing with costly disease such as HIV.

The vast majority of States conduct some type of health insurance continuum of coverage 
activities, including CARE Act Title II efforts, Medicaid continuity programs, and State initiatives. 
Many are formal programs while others are less structured activities that pay health insurance 
premiums for a defi ned number of clients. The number of such programs, and the amount of Title 
II resources devoted to them, has increased since initial passage of the CARE Act. Health insurance 
continuum of coverage programs have received greater attention for the following key reasons:

• Cost Effectiveness. Paying health insurance premiums for individuals disabled by HIV disease 
can be less expensive, in some cases, than covering medical expenses directly under fi nancially 
stretched programs like ADAP. According to the National Alliance of State and Territorial AIDS 
Directors (NASTAD), States report cost savings as high as $8 to $10 for every dollar spent in 
covering health insurance premiums for persons diagnosed with AIDS.

• Expanded Access to Care. Health insurance can improve access to care, including 
antiretroviral therapies and prevention and treatment of opportunistic infections.

• Reforms in State and Federal Health Insurance Laws. A large number of States have enacted 
reforms that have the potential to broaden access to individual and small group health 
insurance; similar provisions have been enacted at the Federal level under the Health Insurance 
Portability and Accountability Act (HIPAA). Among the reforms are provisions that are intended 
to make it easier to access health insurance, including:

-  Getting or keeping health insurance for those with pre-existing conditions (like HIV disease)

-  Maintaining coverage when changing insurance or jobs

-  Obtaining insurance through “guaranteed issue” laws

-  Renewing insurance through “guaranteed renewal” laws, and

-  Securing insurance at a more reasonable cost due to “rating” laws that proscribe how much 
can be charged for health insurance.

5 Section V

Health Insurance Continuity
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Legislative Background and HAB/DSS Expectations

Section 2612(a) of the CARE Act allows States “(4) to provide assistance to assure the 
continuity of health insurance coverage for individuals with HIV disease in accordance with section 
2615.”

Section 2615 allows States to establish a program to assist eligible low-income individuals with 
HIV disease in:

“(1) maintaining a continuity of health insurance; or

“(2) receiving medical benefi ts under a health insurance program, including risk-pools.

“(b) LIMITATIONS.—Assistance shall not be utilized under subsection (a)—

“(1) to pay any costs associated with the creation, capitalization, or administration of a liability risk 
pool (other than those costs paid on behalf of individuals as part of premium contributions to 
existing liability risk pools); and

“(2) to pay any amount expended by a State under title XIX of the Social Security Act.”

The HIV/AIDS Bureau (HAB) has issued the following policies on funding health insurance 
premiums for low-income PLWH:

• HAB Policy Notice 97-01 enables Title I and II grantees to pay family health insurance premiums 
to ensure health insurance continuation for a family member with HIV

• HAB Policy Notice 97-02 allows Title I and II grantees to pay for public or private health 
insurance co-payments and deductibles for PLWH

• HAB Policy Notice 99-01 allows Title II ADAP grantees to purchase health insurance services that 
include comprehensive primary care and the full range of HIV treatments. 

Defi nition of Terms

COBRA (Consolidated Omnibus Reconciliation Act) is Federal legislation that requires 
employers to offer individuals leaving their workforce continued health insurance coverage, at the 
individual’s expense, under the employer’s group plan. Coverage can be continued for 18 months 
and an additional 20 months for individuals leaving employment due to a disability.

A health insurance premium is a specifi ed dollar amount paid to an insurance company, 
usually on a monthly basis, in exchange for coverage (i.e., the insurance company will pay the 
insured’s medical expenses, less any co-payment or deductible amount specifi ed in the insurance 
policy).

Risk pools are mechanisms to provide insurance for people in a variety of situations: when 
individuals have lost their coverage, are ineligible for Medicaid or Medicare, cannot purchase 
insurance due to eligibility criteria that exclude pre-existing conditions, and/or cannot otherwise 
afford insurance.
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The following terms refl ect key aspects of a State’s health insurance market—many of which 
vary by State law. 

Conversion  A group policy that can be converted to an individual policy, usually at a
policy  premium rate higher than the group premium rate. 

Guaranteed   Requirement for an insurer to offer policies to an individual regardless of health 
issue status or claims experience.

Guaranteed  Requirement for insurers to allow persons to renew their coverage from year-
renewal  to-year regardless of health status or claims experience of the insured as long as 

the plan continues to be offered in that market. 

Waiting period The length of time required before an individual becomes eligible for health 
insurance coverage. The waiting period must be applied consistently for all 
members of a group. 

Pre-existing   Any condition, either physical or mental, for which medical advice, diagnosis,
conditions  care, or treatment was recommended or received during the look-back period. 

Look-back  The maximum number of months an insurer can go back into a person’s 
period medical history to determine if a condition has already been diagnosed. Look-

back periods can range across States from six months to two years but are 
usually six months. 

Pre-existing  The time during which coverage for the pre-existing condition is denied after 
condition  a policy takes effect—typically up to 12 months. A State program may make 
exclusion period premium payments in addition to paying for services directly from Title II funds 

(including ADAP) during this period. 

Rating  Restrictions a State places on the premium insurers can charge in the individual 
restrictions market. Ratings are either based on community rating or experience rating. 

Community rating refers to premium rates that are set for the community 
as a whole. Rates cannot be set based on an individual’s claim experience 
(experience rating), health status, or duration of coverage. 

Insurance Funding Options

Health insurance continuity programs generally operate as premium payment plans. HIV-
specifi c programs were initially created to continue payment of employment-related, group 
health insurance premiums, through COBRA, for individuals who became disabled and could 
no longer work. COBRA coverage lasts 18 months plus a 20-month extension for individuals 
leaving employment due to a disability. When COBRA coverage expires, individuals can obtain a 
conversion policy, which may provide the same benefi ts as their previous group plan but often at 
higher rates.
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While COBRA coverage and conversion coverage are standard in most continuum of coverage 
programs, some have broadened their scope and purchase new health insurance coverage for 
hard-to-insure individuals through mechanisms like insurance purchasing projects or State-run risk 
pools.

In most cases, continuity programs are designed to offer transitional coverage. Many clients 
eventually become eligible for Medicaid or Medicare, or transition off program rolls due to death. 
Continuity programs often work closely with public programs to transition clients as they become 
eligible for public benefi ts. Given the effi cacy of new treatments in managing HIV disease, this 
transitional role has been challenged.

Since health insurance is primarily governed by State laws, the implementation of health 
insurance continuity programs varies from State-to-State with respect to certain specifi cs (e.g., use 
of State funds to support the program; and administration by the HIV/AIDS program offi ce, the 
State’s Medicaid program, or community agencies). However, many programs share the following 
characteristics:

• Continuity programs typically require health insurance policies to cover HIV-related care and 
prescription drugs in order to be eligible for continuation. Policies without such coverage are 
not typically worth continuation given the care needs of a person living with HIV disease.

• All programs cover COBRA premiums, and many continue paying premiums for individual 
policies when COBRA group coverage expires.

• Most continuity programs exclude Medicaid-eligible individuals because the CARE Act is the 
payer of last resort and, in some States, Medicaid may operate such a program.

• Programs are defi ned as a transitional step prior to eventual coverage by Medicaid or 
Medicare.

• Most continuity programs involve intensive staff work in tracking policies and monitoring 
benefi t changes. They begin covering an individual’s premium payments immediately upon 
enrollment in the program in order to avoid termination of the policy due to nonpayment of 
premiums.

• Eligibility criteria usually include an AIDS diagnosis, disabling HIV status, maximum income (as 
a percentage of the Federal poverty level), a cap on assets, and residency within the State.

• Purchase of health insurance coverage under State risk pools is not a common feature of 
continuity programs, but this option may be more widely used in the future as States explore 
new mechanisms for expanding insurance coverage for PLWH.

Benefi ts of Health Insurance Continuity Programs

Experience of programs shows that States should study the applicability of continuity 
programs relative to their own unique fi scal and political circumstances. For some States, 
the most important consideration may be the cost savings realized by operating a health 
insurance continuity program. For others, it may be the ability to enhance the continuity and 
comprehensiveness of care for its residents with HIV/AIDS. Benefi ts of continuity programs include:
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• Maintaining a continuum of coverage in health care services for participants

• Sharing the cost of providing care to persons with HIV/AIDS across private and public health 
insurance programs, thereby reducing the fi scal impact on publicly funded programs

• Delaying or even eliminating, the necessity of clients who are eligible for COBRA to use up all 
of their resources before becoming Medicaid-eligible

• Allowing clients to continue working part-time without risking a loss of insurance coverage (in 
contrast with public health insurance, where rising income results in a loss of eligibility and 
services), and

• Providing assistance until persons disabled by HIV disease can qualify for Medicaid or 
Medicare.

Recommendations for Evaluating Health Insurance Options for PLWH

The following recommendations are provided for Title II programs to consider in determining 
use of CARE Act funds to purchase health insurance for persons with HIV/AIDS.1

Determine the health insurance options available to CARE Act clients within the State 
Under COBRA, group health plans (usually sponsored through an employer, schools, unions, 

and other professional organizations) can be continued for up to 18 months after separation, and 
up to 29 months in some cases, as a disability benefi t (at 102 percent of the group-rate premium). 
Once COBRA benefi ts are exhausted, the Title II program can explore the cost of a conversion 
policy, with an increase in the premium rate being an important consideration in deciding on a 
conversion policy. For example, a group policy with a premium rate of $200 per month could 
convert to an individual policy with a premium rate of $600 per month. In the long run, however, 
the higher premium rate may still prove cost effective to the Title II program and is worth 
exploring. 

Title II programs may want to consider purchasing supplemental plans— generally purchased 
in the open market—which are usually available for Medicare eligible clients. Programs should 
determine if the State offers a high-risk health insurance pool for individuals who are uninsurable 
or hard-to-insure. Insurance pools often provide greater access to comprehensive, primary care 
services for persons with long-term illnesses, such as HIV/AIDS, who are unable to purchase 
individual insurance. Some States, however, may not permit State or Federal funds (e.g., CARE Act) 
to purchase policies for clients, so Title II may not have access to these programs. 

Title II programs should fi nd out if the State has made legislative changes to insurance options 
(such as regulating premiums or requiring that policies be issued during open enrollment periods), 
making it cost effective to purchase health insurance policies for CARE Act clients. 

1  “Use of CARE Act Funds to Purchase Health Insurance for People with HIV/AIDS,” Directions in HIV Services and Care Delivery: A 
Policy Brief, Number 4.
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Assess the overall budgetary impact of moving CARE Act clients into a health 
insurance program

Using Title II funds for health insurance continuation can offer an important mechanism for 
providing uninterrupted access to comprehensive primary health care. 

Title II programs that use ADAP funds to purchase health insurance policies must ensure that 
the policy’s pharmaceutical coverage is equal to or greater than the existing State drug formulary. 
They must also ensure that the aggregate cost of providing services does not exceed the total cost 
for all clients. Programs should also assess whether other funding sources (e.g., Title I funds, State 
funds) can be leveraged to support the health insurance program. 

Establish health insurance program philosophies and priorities
Insurance programs should have a clear, overall plan and implementation strategy to ensure 

long-term fi scal stability. Premium payments should be made on time to provide uninterrupted 
access to primary care services and drug therapy. In addition, administrators should ensure that 
the program is accessible and available to all CARE Act clients. 

Consider the program’s design elements 
There are several design elements that Title II programs should consider in developing 

insurance purchasing programs for PLWH. These include the following: 

Scope and Coverage

Defi ne the program’s scope of coverage. For example, will it pay for deductibles and co-
payments in addition to monthly premiums? 

Determine the best vehicles to adopt, such as a State-run high-risk health insurance pool, 
an insurance continuation program leveraging COBRA benefi ts, or individual policies purchased 
through the open market. 

Evaluate conversion policies and explore supplemental policies, such as the availability of 
Medicare supplemental policies to expand existing coverage to ensure a wider range of primary 
care services. 

Enrollment and Information Management 

Modify the Title II enrollment form to include a health insurance component. 

Expand the Title II data system to track information on both insurance and drug purchases and 
to respond to rapid changes in an individual’s health insurance status, including the disbursement 
of checks and the management of deductibles and stop-loss payments. 

Client Education 

Educate clients about new health insurance options. Inform and train case managers about 
enrollment options. Reallocate resources based on potential savings or demand created by 
implementing a health insurance program. 
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Treatment Options 

Verify that the drug purchasing and dispensing system can interact with health insurance 
payers. Ideally, the dispensing pharmacy should be able to split-bill for each prescription (i.e., bill 
80 percent of the drug cost to an insurance program and the remaining 20 percent to Title II). 

Create a system for providing assistance to clients who pay for prescriptions up-front and 
then submit paperwork to the program to request payment from the insurer (know as “pay-and-
chase”). 

HRSA Notifi cation 

If Title II programs decide to use ADAP funds to purchase health insurance, they must submit 
a Notifi cation of Intent to HRSA that addresses: the methodology that will be used, an assurance 
that the pharmaceutical component of the insurance policy includes a formulary equivalent to 
the ADAP formulary, and assurance that the cost of providing coverage to clients through the 
insurance program is cost neutral in the aggregate. (See HAB Policy Notice 99-01.) 

Build relationships with individuals who are integral to the success of the CARE Act-
sponsored health insurance program

Several key partners are integral to the success of any insurance program. They include 
individuals such as the administrators of a State-run high risk health insurance pool, HIV/AIDS 
consumer groups and advocates, State insurance regulators, customer service and/or sales 
representatives of major insurance carriers in the State, clinical or medical providers, HIV case 
managers, county personnel, and other service providers. 

All Title II programs should consider developing insurance coverage initiatives for PLWH. They 
are cost-effective, effi cient and are often the best option to ensure access to care. The HIV/AIDS 
Bureau has undertaken additional activities to assess the effect of health insurance coverage 
programs on CARE Act clients and to educate grantees on the availability of these programs. HAB’s 
Offi ce of Science and Epidemiology has funded a study to determine the impact of using ADAP 
funds to purchase health insurance coverage and a primer to provide more extensive information 
on developing these programs. Title II programs seeking guidance on developing insurance 
purchasing programs for PLWH are encouraged to contact HAB staff and States with existing 
programs for additional information. 
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Introduction

AIDS Drug Assistance Programs (ADAPs) are authorized under Title II of the CARE Act. ADAPs 
are State-administered programs that provide HIV/AIDS medications to low-income individuals 
living with HIV disease who have little or no coverage from private or third party insurance. All 50 
States, Puerto Rico, the Virgin Islands, Guam, and the District of Columbia operate ADAPs. United 
States Territories including American Somoa, the Commonwealth of the Northern Mariana Islands, 
Palou, the Federated States of Micronesia and the Republic of the Marshall Islands are eligible to 
establish ADAPs.

Title II grantees are required to use a portion of their Title II funds for ADAPs to provide 
medications to treat HIV disease, including measures for the prevention and treatment of 
opportunistic infections.

ADAP managers must keep abreast of multiple HIV/AIDS treatment issues, such as:

• Eligibility criteria to maximize access to ADAP in relation to funding and other Federal 
programs

• Approval of new HIV medications and changing their drug formularies

• Evolving Federal treatment guidelines in response to new understanding of treatment of HIV 
disease

• Maximizing use of ADAP funds through drug purchasing programs and cost-containment 
strategies, and

• Coordination with other funding sources.

6 Section V

AIDS Drug Assistance Program
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Legislative Background

Title II of the CARE Act provides for the provision of treatments to eligible individuals with HIV 
disease in a State under Section 2616, as follows:

(a) In General.—A State shall use a portion of the amounts provided under a grant awarded 
under this part to establish a program under section 2612(a)(5) to provide therapeutics to treat 
HIV disease or prevent the serious deterioration of health arising from HIV disease in eligible 
individuals, including measures for the prevention and treatment of opportunistic infections.

 (b) Eligible Individual.—To be eligible to receive assistance from a State under this section an 
individual shall—

(1) have a medical diagnosis of HIV disease; and

(2) be a low-income individual, as defi ned by the State.

(c) State Duties.—In carrying out this section the State shall—

(1) determine, in accordance with guidelines issued by the Secretary, which treatments are 
eligible to be included under the program established under this section;

(2) provide assistance for the purchase of treatments determined to be eligible under 
paragraph (1), and the provision of such ancillary devices that are essential to administer such 
treatments;

(3) provide outreach to individuals with HIV disease, and as appropriate to the families of such 
individuals;

(4) facilitate access to treatments for such individuals;

(5) document the progress made in making therapeutics described in subsection (a) available 
to individuals eligible for assistance under this section; and

(6) encourage, support, and enhance adherence to and compliance with treatment regimens, 
including related medical monitoring.

Of the amount reserved by a State for a fi scal year for use under this section, the State may 
not use more than 5 percent to carry out services under paragraph (6), except that the percentage 
applicable with respect to such paragraph is 10 percent if the State demonstrates to the Secretary 
that such additional services are essential and in no way diminish access to the therapeutics 
described in subsection (a).

(d) Duties of the Secretary.—In carrying out this section, the Secretary shall review the current 
status of State drug reimbursement programs established under section 2612(2) and assess 
barriers to the expanded availability of the treatments described in subsection (a). The Secretary 
shall also examine the extent to which States coordinate with other grantees under this title to 
reduce barriers to the expanded availability of the treatments described in subsection (a).

(e) Use of Health Insurance and Plans.—
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(1) In General.—In carrying out subsection (a), a State may expend a grant under this part to 
provide the therapeutics described in such subsection by paying on behalf of individuals with HIV 
disease the costs of purchasing or maintaining health insurance or plans whose coverage includes 
a full range of such therapeutics and appropriate primary care services.

(2) Limitation.—The authority established in paragraph (1) applies only to the extent that, for 
the fi scal year involved, the costs of the health insurance or plans to be purchased or maintained 
under such paragraph do not exceed the costs of otherwise providing therapeutics described in 
subsection (a).

History of ADAPs

ADAP started as a HRSA demonstration project to provide zidovudine (AZT), the fi rst drug 
approved by the Food and Drug Administration (FDA) to treat HIV disease, to low-income persons 
living with HIV disease. The annual cost of this drug–about $10,000 per year per person–placed 
it out of reach for many people. Congress responded by approving $30 million in funding under 
a public health emergency provision, and later enacted Public Law 100-71 authorizing the 
establishment of an ADAP program nationwide.

As HIV treatment advances occurred and as resources permitted, States expanded their 
programs to cover drugs in addition to AZT. States added therapeutics benefi cial in the treatment 
of many of the opportunistic infections (OIs) that occur in persons living with HIV disease (PLWH). 
When ADAP became part of the newly enacted CARE Act, States had the option to cover any FDA-
approved drug that treats HIV disease or prevents the deterioration of health due to HIV.

ADAPs have expanded considerably since 1991 (when Congress fi rst appropriated funds for 
CARE Act programs), both in terms of numbers of enrolled clients and in program resources. As 
of 2001, there are four types of HIV antiretroviral medications approved by the FDA: nucleoside 
reverse transcriptase inhibitors (NRTIs), nucleoside analog reverse transcriptase inhibitors (NRTIs), 
non-nucleoside reverse transcriptase inhibitors (NNRTIs), and protease inhibitors (PIs).

Combination therapy costs approximately $10,000 to $12,000/year, which is too expensive 
for many individuals. Moreover, prices for drugs continue to rise as new therapies are quickly 
introduced into the market. With these rising drug costs and increasing numbers of people seeking 
treatment, ADAPs are greatly challenged in providing services to all eligible clients.

Eligibility

Financial and medical eligibility for ADAP enrollment is determined at the State level and 
varies among States. Medical eligibility is most often a positive HIV diagnosis. Financial eligibility 
is usually determined as a percentage of Federal Poverty Level (FPL). Most ADAPs have set their 
fi nancial eligibility criteria at 200 percent FPL or higher. However, in these States, at least 88 
percent of enrolled clients have incomes below 200 percent FPL. All States require proof of HIV 
positive status for ADAP enrollment. Some States also require evidence of disease progression, 
including CD4 counts and viral load testing.
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Making Decisions About ADAP Programs

Most States ADAP programs use a mix of mechanisms to decide such issues as eligibility 
criteria and drugs to add in their ADAP formulary.

• Most States have established advisory bodies to help with diffi cult decisions regarding 
eligibility criteria, the addition of drugs to the formulary, and other program matters.

• The CARE Act gives States the authority to determine which FDA-approved drugs to include on 
their formularies. Most States focus on antiretroviral medications to treat HIV infection while 
others also include medications to prevent and to treat opportunistic infections.

• HIV-related treatment guidelines have been crafted by DHHS to guide clinicians and other 
health care providers in the treatment of HIV-infected individuals. These guidelines are 
regularly updated to refl ect emerging therapies, ongoing research, and newly approved HIV 
treatment medications. ADAPs and their advisory bodies use guidelines to help them decide 
about formulary coverage. The most recent guidelines may be obtained at: http://hivatis.org.

Cost-Saving Strategies

Demand for HIV medications continues to grow as an increasing number of people seek 
treatment. ADAPs have taken many important steps to respond to the challenges of reducing their 
costs and stretching their limited resources. Some of the cost-containment strategies employed 
by ADAPs include restructuring their purchasing and dispensing systems, creating insurance 
programs, and coordinating with other agencies, such as other Ryan White Title programs and 
Medicaid.

Patient Assistance Programs

Patient Assistance Programs (PAPs), also called “compassionate use” programs, are sometimes 
available to clients who fail to qualify for the State ADAP or who are on the State ADAP waiting 
list. Funded and operated by HIV pharmaceutical manufacturers on a State-by-State basis, PAPs 
are short-term sources of treatment assistance, either free of charge or at a nominal charge. These 
programs are available to eligible, fi nancially disadvantaged patients in order to help them receive 
necessary prescriptions or maintain an existing regimen until another option is available. Eligibility 
requirements vary, and it usually requires assistance from a doctor or patient advocate to apply.
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ADAP Monthly Report

The ADAP Monthly Report (AMR) is a data collection system for State ADAPs to report on 
clients, expenditures, and any major changes to their State ADAP. The data allow HAB/DSS to:

• Monitor the rapid growth in client utilization, program costs, and changing patterns of 
enrollment and program use

• Compile information on prices paid by State ADAPs for common HIV pharmaceuticals, on a 
quarterly basis

• Generate reports highlighting individual programs, comparisons between ADAPs, and 
aggregate nationwide trend analyses.

ADAP Technical Documents

The ADAP program at HAB/DSS produces an array of technical assistance documents to help 
ADAP programs operate more effi ciently. Examples include ADAP Conference Call Reports, the 
ADAP Manual, and special reports.

R E F E R E N C E S

ADAP resources cited in this chapter can be accessed via 
the HAB website at http://hab.hrsa.gov or by calling the 
ADAP Branch at (301) 443-6745.
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Introduction 

Title II funds are awarded to the State agency designated by the Governor to administer Title 
II, usually the State health department. States provide Title II services directly as well as through 
consortia, which are groups comprised of providers, consumers, and others who perform a 
planning and advisory function to regions, or the entire State, in determining needs and delivering 
essential health and support services. Regardless of the mechanism used, planning and other 
duties are part of determining how to use limited Title II funds to ensure the CARE Act is the payer 
of last resort and to manage their use. 

Both the State (as the Title II grantee) and consortia have designated responsibilities in the 
areas of planning and delivery of CARE Act services. Duties can occur through Title II planning 
bodies, Statewide or regional, as well as through consortia or other planning groups established 
by the State. Regardless of the set-up, planning requires broad membership involvement in order 
to bring diverse experience and input into such tasks as needs assessment and developing a 
comprehensive plan. Ensuring smooth operation of planning bodies also requires them to have in 
place confl ict of interest and grievance procedures to guide their decision making 

Beyond their planning duties, consortia have duties that are prescribed in the legislation. 
Others are delegated by the State, and still others are assumed by the consortium in response to 
needs in its service area. In some cases, they actually deliver services, while other consortia do so 
through funding agreements. 

Legislative Background 

State Requirements 
Section 2617(a) requires States to submit Title II applications that contain requirements 

outlined in the legislation and the annual program guidance. Section 2617(b) requires applications 
to contain:

1 Section VI

Planning Body Duties
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“(1) a detailed description of the HIV-related services provided in the State to individuals and 
families with HIV disease during the year preceding the year for which the grant is requested, and 
the number of individuals and families receiving such services, that shall include—

(A) a description of the types of programs operated or funded by the State for the provision of 
HIV-related services during the year preceding the year for which the grant is requested and the 
methods utilized by the State to fi nance such programs;

(B) an accounting of the amount of funds that the State has expended for such services and 
programs during the year preceding the year for which the grant is requested; and

(C) information concerning—

(i) the number of individuals to be served with assistance provided under the grant;

(ii) demographic data on the population of the individuals to be served;

(iii) the average cost of providing each category of HIV-related health services and the extent 
to which such cost is paid by third-party payors; and

(iv) the aggregate amounts expended for each such category of services;

(2) a determination of the size and demographics of the population of individuals with HIV 
disease in the State;

(3) a determination of the needs of such population, with particular attention to—

(A) individuals with HIV disease who know their HIV status and are not receiving HIV-related 
services; and

(B) disparities in access and services among affected subpopulations and historically 
underserved communities;

(4) a comprehensive plan that describes the organization and delivery of HIV health care 
and support services to be funded with assistance received under this part that shall include a 
description of the purposes for which the State intends to use such assistance, and that—

(A) establishes priorities for the allocation of funds within the State based on— 

(i) size and demographics of the population of individuals with HIV disease (as determined 
under paragraph (2)) and the needs of such population (as determined under paragraph (3));

(ii) availability of other governmental and non-governmental resources, including the State 
medicaid plan under title XIX of the Social Security Act and the State Children’s Health Insurance 
Program under title XXI of such Act to cover health care costs of eligible individuals and families 
with HIV disease;

(iii) capacity development needs resulting from disparities in the availability of HIV-related 
services in historically underserved communities and rural communities; and

(iv) the effi ciency of the administrative mechanism of the State for rapidly allocating funds to 
the areas of greatest need within the State;
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(B) includes a strategy for identifying individuals who know their HIV status and are not 
receiving such services and for informing the individuals of and enabling the individuals to utilize 
the services, giving particular attention to eliminating disparities in access and services among 
affected subpopulations and historically underserved communities, and including discrete goals, a 
timetable, and an appropriate allocation of funds;

(C) includes a strategy to coordinate the provision of such services with programs for HIV 
prevention (including outreach and early intervention) and for the prevention and treatment of 
substance abuse (including programs that provide comprehensive treatment services for such 
abuse);

(D) describes the services and activities to be provided and an explanation of the manner 
in which the elements of the program to be implemented by the State with such assistance will 
maximize the quality of health and support services available to individuals with HIV disease 
throughout the State;

(E) provides a description of the manner in which services funded with assistance provided 
under this part will be coordinated with other available related services for individuals with HIV 
disease; and

(F) provides a description of how the allocation and utilization of resources are consistent with 
the statewide coordinated statement of need (including traditionally underserved populations and 
subpopulations) developed in partnership with other grantees in the State that receive funding 
under this title; and

(5) an assurance that the public health agency administering the grant for the State will 
periodically convene a meeting of individuals with HIV disease, representatives of grantees 
under each part under this title, providers, and public agency representatives for the purpose of 
developing a statewide coordinated statement of need; and

(6) an assurance by the State that—

(A) the public health agency that is administering the grant for the State engages in a 
public advisory planning process, including public hearings, that includes the participants under 
paragraph (5), and the types of entities described in section 2602(b)(2), in developing the 
comprehensive plan under paragraph (4) and commenting on the implementation of such plan;

(B) the State will—

(i) to the maximum extent practicable, ensure that HIV-related health care and support 
services delivered pursuant to a program established with assistance provided under this part will 
be provided without regard to the ability of the individual to pay for such services and without 
regard to the current or past health condition of the individual with HIV disease;

(ii) ensure that such services will be provided in a setting that is accessible to low-income 
individuals with HIV disease;

(iii) provide outreach to low-income individuals with HIV disease to inform such individuals of 
the services available under this part; and
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(iv) in the case of a State that intends to use amounts provided under the grant for purposes 
described in 26151, submit a plan to the Secretary that demonstrates that the State has established 
a program that assures that—

(I) such amounts will be targeted to individuals who would not otherwise be able to afford 
health insurance coverage; and

(II) income, asset, and medical expense criteria will be established and applied by the State 
to identify those individuals who qualify for assistance under such program, and information 
concerning such criteria shall be made available to the public;

(C) the State will provide for periodic independent peer review to assess the quality and 
appropriateness of health and support services provided by entities that receive funds from the 
State under this part;

(D) the State will permit and cooperate with any Federal investigations undertaken regarding 
programs conducted under this part;

(E) the State will maintain HIV-related activities at a level that is equal to not less than the level 
of such expenditures by the State for the 1-year period preceding the fi scal year for which the 
State is applying to receive a grant under this part;

(F) the State will ensure that grant funds are not utilized to make payments for any item or 
service to the extent that payment has been made, or can reasonably be expected to be made, 
with respect to that item or service—

(i) under any State compensation program, under an insurance policy, or under any Federal or 
State health benefi ts program; or

(ii) by an entity that provides health services on a prepaid basis; and

(G) entities within areas in which activities under the grant are carried out will maintain 
appropriate relationships with entities in the area served that constitute key points of access to 
the health care system for individuals with HIV disease (including emergency rooms, substance 
abuse treatment programs, detoxifi cation centers, adult and juvenile detention facilities, sexually 
transmitted disease clinics, HIV counseling and testing sites, mental health programs, and 
homeless shelters), and other entities under section 2612(c) and 2652(a), for the purposes of 
facilitating early intervention for individuals newly diagnosed with HIV disease and individuals 
knowledgeable of their HIV status but not in care.” 

Consortium Requirements 
Section 2613(a)(1) of the CARE Act defi nes a consortium as “an association of one or more 

public, and one or more nonprofi t private, (or private for-profi t providers or organizations if such 
entities are the only available providers of quality HIV care in the area) health care and support 
service providers and community based organizations operating within areas determined by the 
State to be most affected by HIV disease;” 

1  The word “section” probably should appear before “2615”. Section 12(c)(3) of Public Law 104-146 (110 Stat. 1373) provides 
that subsection (b)(3)(B)(iv) is amended by inserting “section” before “2615”, but the amendment cannot be executed because 
the term “2615” does not appear in paragraph (3)(B)(iv). The term formerly did appear in such paragraph, but former paragraph 
(3) was redesignated as paragraph (4) by section 3(c)(4)(B) of such Public Law (110 Stat. 1355). 
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Section 2613(a)(2) states that consortia must agree “to use such assistance for the planning, 
development and delivery, through the direct provision of services or through entering into 
agreements with other entities for the provision of such services, of comprehensive outpatient 
health and support services for individuals with HIV disease;” 

Section 2613(b)(1) states that consortia, in order to receive Title II funding from the State, 
must provide the State with assurances stating, [in part] that:

“(A) within any locality in which such consortium is to operate, the populations and 
subpopulations of individuals and families with HIV disease have been identifi ed by the 
consortium, particularly those experiencing disparities in access and services and those who reside 
in historically underserved communities;

(B) the service plan established under subsection (c)(2) by such consortium is consistent with 
the comprehensive plan under section 2617(b)(4) and addresses the special care and service needs 
of the populations and subpopulations identifi ed under subparagraph (A); and

(C) except as provided in paragraph (2), the consortium will be a single coordinating entity 
that will integrate the delivery of services among the populations and subpopulations identifi ed 
under subparagraph (A).

(2) Exception.—Subparagraph (C) of paragraph (1) shall not apply to any applicant 
consortium that the State determines will operate in a community or locality in which it has been 
demonstrated by the applicant consortium that—

(A) subpopulations exist within the community to be served that have unique service 
requirements; and

(B) such unique service requirements cannot be adequately and effi ciently addressed by a 
single consortium serving the entire community or locality.” 

Section 2613(c) requires a consortium to submit an application to the State that [in part]:

“(A) demonstrates that the consortium includes agencies and community-based 
organizations—

(i) with a record of service to populations and subpopulations with HIV disease requiring care 
within the community to be served; and

(ii) that are representative of populations and subpopulations refl ecting the local incidence of 
HIV and that are located in areas in which such populations reside;

(B) demonstrates that the consortium has carried out an assessment of service needs within 
the geographic area to be served and, after consultation with the entities described in paragraph 
(2), has established a plan to ensure the delivery of services to meet such identifi ed needs that 
shall include—

(i) assurances that service needs will be addressed through the coordination and expansion of 
existing programs before new programs are created;

(ii) assurances that, in metropolitan areas, the geographic area to be served by the consortium 
corresponds to the geographic boundaries of local health and support services delivery systems to 
the extent practicable;
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(iii) assurances that, in the case of services for individuals residing in rural areas, the applicant 
consortium shall deliver case management services that link available community support services 
to appropriate specialized medical services; and

(iv) assurances that the assessment of service needs and the planning of the delivery of services 
will include participation by individuals with HIV disease;

(C) demonstrates that adequate planning has occurred to meet the special needs of families 
with HIV disease, including family centered and youth centered care;

(D) demonstrates that the consortium has created a mechanism to evaluate periodically—

(i) the success of the consortium in responding to identifi ed needs; and

(ii) the cost-effectiveness of the mechanisms employed by the consortium to deliver 
comprehensive care;

(E) demonstrates that the consortium will report to the State the results of the evaluations 
described in subparagraph (D) and shall make available to the State or the Secretary, on request, 
such data and information on the program methodology that may be required to perform an 
independent evaluation; and

(F) demonstrates that adequate planning occurred to address disparities in access and services 
and historically underserved communities.” 

“(2) Consultation.—In establishing the plan required under paragraph (1)(B), the consortium 
shall consult with—

(A)(i) the public health agency that provides or supports ambulatory and outpatient HIV-
related health care services within the geographic area to be served; or

(ii) in the case of a public health agency that does not directly provide such HIV-related health 
care services such agency shall consult with an entity or entities that directly provide ambulatory 
and outpatient HIV-related health care services within the geographic area to be served;

(B) not less than one community-based organization that is organized solely for the purpose of 
providing HIV-related support services to individuals with HIV disease;

(C) grantees under section 2671, or, if none are operating in the area, representatives in the 
area of organizations with a history of serving children, youth, women, and families living with 
HIV; and

(D) the types of entities described in section 2602(b)(2).

The organization to be consulted under subparagraph (B) shall be at the discretion of the 
applicant consortium.” 

“(e) Priority.—In providing assistance under subsection (a), the State shall, among applicants 
that meet the requirements of this section, give priority—

(1) fi rst to consortia that are receiving assistance from the Health Resources and Services 
Administration for adult and pediatric HIV-related care demonstration projects; and then

(2) to any other existing HIV care consortia.” 
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HAB/DSS Expectations 

Consortia and State Planning and Service Delivery Activities 
The CARE Act contains planning and related duties for both consortia and States. 

• Consortia. Section 2613 of the CARE Act requires each Title II consortium to complete various 
planning and other tasks and submit an application to the State assuring that it has carried 
out required activities. Duties are also often required by the State in its annual consortium 
application process or even in the consortium’s mission statement. 

 Consortia responsibilities require effi cient and effective operations that help the consortium 
fulfi ll its duties. They may require a consortium to take on roles beyond what is required by 
CARE Act legislation or by the State/grantee. While additional roles may be agreed upon by a 
consortium membership in response to factors such as consortium structure, service area, and/
or funding level, other consortia in very rural areas or areas with very limited service provider 
networks may be unable to take on additional functions. 

• States. For States, planning requirements are outlined in Section 2617 and include submission 
of an application for Title II funding describing current services, PLWH being served, and 
information about services to be provided. These duties imply planning responsibilities, which 
are in fact explicitly outlined in Section 2617 to include needs assessment, priority setting 
for the allocation of funds, development of a comprehensive plan, and service delivery and 
coordination. These tasks are in addition to Title II grantee responsibility to manage the funds. 

Following are planning body and service duties. Those required by the legislation are so 
noted. Those that represent sound practices and HAB/DSS expectations are also presented. 
More information about a number of these requirements are covered in greater detail in other 
chapters in this manual (e.g., needs assessment, comprehensive plan, priority setting and resource 
allocation, coordination). 

Planning Body Membership 
States. Planning body requirements for States are outlined in Section 2617(b)(6). States 

are required to engage in “a public advisory planning process” to secure broad input in the 
development and implementation of the comprehensive plan from PLWH, providers, other CARE 
Act entities, and other agencies, similar to those outlined for Title I planning councils. 

Consortia. Title II planning body requirements are also outlined for consortia. Section 2613 
requires the consortium membership to be inclusive in terms of (1) agencies with experience 
in HIV/AIDS service delivery and (2) populations and subpopulations of persons living with HIV 
disease (PLWH), who are refl ective of the local incidence of HIV. Such consortia are also to be 
located in areas where such populations reside. 

Section 2613(c)(2) also provides for additional involvement by diverse perspectives by 
requiring consortia, in establishing their service plans, to demonstrate that they have consulted 
with PLWH, the public health agency or other entity(ies) providing HIV-related health care in the 
area, at least one community-based AIDS service provider, Title II grantee, Title IV grantees or 
organizations with a history of serving children, youth, women, and families with HIV, and entities 
such as those required to be represented on Title I planning councils. 
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Consortia are expected to actively recruit and develop programs to retain the membership 
of persons living with HIV disease (PLWH). PLWH bring the perspective of those most important 
to the CARE Act planning process—the people who need the services. PLWH can help to orient, 
train, and mentor other PLWH and monitor the consortium’s activities to assure its responsiveness 
to PLWH needs. Consortium activities should include PLWH input, and PLWH should be mentored 
and developed to undertake leadership positions. For more information on meeting this 
requirement, see “PLWH Participation” in this manual. 

Planning Body Operations 
States and Consortia. Implementing membership and planning body functioning requires 

organizational development activities to create a planning group that can perform the tasks 
mandated by the CARE Act, the State, and the consortium’s mission. This includes development of 
policies and procedures, meeting rules, rules of interaction, committee structure, and leadership/
membership duties. 

The potential for confl ict of interest is one area that requires specifi c attention in running 
planning bodies that engage in decisions about how to use funds. Confl icts of interest increase 
when consortia have responsibilities for procuring services. Because the CARE Act requires that 
providers be part of consortia, decision makers within consortia are frequently employees, board 
members, or clients of the agencies seeking resources to provide services. Close attention must be 
paid to confl ict of interest in all phases of resource allocation. Policies and procedures must be in 
place to minimize this problem. 

Needs Assessment 
Both States and their consortia have needs assessment requirements. Specifi c requirements for 

needs assessment are outlined in the needs assessment chapter of this manual. 

States. Section 2617(b) outlines State Title II requirements, which entail determining the size 
and demographics of the population of PLWH in the State and determining their needs, with 
particular attention to PLWH who know their status and not are receiving HIV-related services 
and disparities in access and services among affected subpopulations and historically underserved 
communities. 

Consortia. Section 2613(c)(1)(B) requires consortia to conduct a needs assessment within the 
geographic area served. The assessment must be done in collaboration with public health and 
community-based providers of HIV-related services and with the participation of people living with 
HIV disease (PLWH). 

Needs assessment activities happen throughout the annual cycle of planning and help capture 
information about met and unmet needs. A comprehensive, formal needs assessment does not 
need to be completed every year. Consortia should undertake periodic needs assessment updating 
activities (e.g., a client survey or an update of the resource inventory) to stay informed about 
changing needs. Epidemiologic data should be updated each year. 
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Priority Setting 
States. Section 2617(b) requires States to establish “priorities for the allocation of funds 

within the State.” Factors to consider in setting priorities include: size and demographics of 
the population of individuals with HIV disease and the needs of such population (with a focus 
on PLWH who know their status and are not in care and on disparities in access and services 
among affected subpopulations and historically underserved communities); availability of other 
governmental and non-governmental resources, including the State Medicaid plan and the State 
Children’s Health Insurance Program to cover health care costs of eligible individuals and families 
with HIV disease; capacity development needs resulting from disparities in the availability of HIV-
related services in historically underserved communities and rural communities; and effi ciency of 
the administrative mechanism of the State for rapidly allocating funds to the areas of greatest need 
within the State. Completing an annual priority setting process weighs needs against available 
resources and uses results to inform the resource allocation process. 

Consortia. For consortia, the legislation does not explicitly outline priority setting but does 
imply its importance in language requiring consortia to ensure that services address identifi ed 
needs. Clearly, this indicates that needs assessment results must be used in determining service 
priorities. 

Comprehensive Planning 
States and Consortia. Both the State and their consortia are required to develop a plan 

to meet identifi ed service needs. Specifi c requirements are outlined in greater detail in the 
comprehensive planning chapter in this manual. 

The comprehensive plan must demonstrate that adequate planning occurred to address 
multiple areas. They include: disparities in access and services to historically underserved 
communities; the needs of those who know their HIV status and are not in care and the needs 
of those who are currently in the care system; and coordination of services with other services, 
including HIV prevention programs (including outreach and early intervention services) and 
substance abuse prevention and treatment programs 

A comprehensive plan should include data from local needs assessments and/or statewide 
needs assessments to meet legislative requirements. Many Title II areas have conducted an 
assessment process, enabling them to update their Statewide Coordinated Statement of Need. 
This information may play a valuable part in the development of a comprehensive plan. Those 
needs identifi ed should be an impetus in the development of the comprehensive plan that 
includes goals and measurable objectives for use in guiding resource allocation decisions. 

Consortia. In establishing service plans, consortia must demonstrate that they have consulted 
with PLWH, the public health agency or other entity(ies) providing HIV-related health care in the 
area, at least one community-based AIDS service provider, Title II grantee, Title IV grantees or 
organizations with a history of serving children, youth, women, and families with HIV, and entities 
such as those required to be represented on Title I planning councils. 
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Coordination 
Coordination requirements exist for both States and their consortia. Some are outlined above 

under comprehensive planning, wherein the plan must coordinate services with HIV prevention 
programs (including outreach and early intervention services) and substance abuse prevention 
and treatment programs. Coordination is also discussed in the early intervention chapter and 
coordination chapters in this manual, with the latter covering working with other payers, 
programs, and planning bodies. 

States. In Section 2617, States are required to coordinate use of Title II funds with other 
payers and to coordinate with HIV prevention and substance abuse services. Section 2617(b) also 
requires States to assure that funded entities maintain appropriate relationships with key points of 
access to facilitate early intervention. This requires grantees and planning bodies to defi ne such 
relationships and establish them with key points of access, as defi ned in Section 2612(c) (e.g., 
public health departments, emergency rooms, and sexually transmitted disease clinics). 

Consortia. Section 2613(c) contains provisions for consortia to develop plans to promote 
coordination and integration of community resources. They require consortia to address service 
needs through the coordination and expansion of existing resources before new programs are 
created. In the case of services for individuals in rural areas, consortia must assure access to a 
continuum of care through case management services. 

DEVELOP A BALANCED WORKPLAN

Some consortia spend the bulk of their meeting time dealing only with 
organizational issues and concerns and then find they have just a couple 
of months before they apply to the State for funding to complete planning 
activities such as needs assessment, prioritization, the comprehensive 
plan, and evaluation. A balance must be established. During some times of 
the year, the consortium will focus on planning tasks and on organizational 
activities. At other junctures the consortium can revisit its mission and 
annual workplan or develop and implement a new membership recruitment 
plan. A key is to develop an annual workplan that specifies who is responsible 
for what activities by when, on a month-by-month basis. The workplan should 
include the following, with timelines: 

• Activities due for the annual State application
• Activities required for planning and resource allocation
• Activities required to keep the organization healthy and strong, and
• Any other special projects.
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Coordination of services is an important and necessary outgrowth of bringing together a 
wide variety of provider organizations and community representatives into a planning body. 
An institutional memory develops of the services being provided by members. Meetings are 
frequently used to learn more about those services. Face-to-face relationships often facilitate 
referrals between service providers who have not previously worked together. 

Many consortia have created resource directories of available services to increase awareness of 
and access to services. Consortia have worked on approaches to service coordination goals such as 
the following: 

• Facilitating referral while protecting confi dentiality

• Reducing paperwork related to intake procedures

• Minimizing duplication of services, and

• Assuring access to specifi c services such as buddy programs, housing, or legal assistance 
regardless of a client’s entry point into the system. 

Service Delivery 
States. States are allowed to provide services under fi ve program categories. (See chapters on 

these for additional information.) 

Consortia. The CARE Act requires that consortia provide for the delivery of a broad range 
of health and support services either by entering into agreements with existing agencies or by 
providing services directly. Most consortia provide services through contracts with existing service 
providers. Assuring the provision of health and support services requires the development and 
maintenance of a comprehensive service delivery network and the implementation of a case 
management system to ensure that clients have appropriate access to those services. 

Enhancing service delivery can take on other forms, such as: 

• Establishing service standards. Consortia may develop service or quality of care standards 
for their providers and may choose to use these standards as criteria for selecting providers/
contractors.

• Taking a leadership role in assessment and evaluation of service quality, unit costs, effectiveness, 
and administrative effi ciency, in cooperation with providers, the lead agency, and the grantee.

• Educating the community about HIV/AIDS, and advocating for enhanced AIDS services. 

Capacity Development 
States and Consortia. As part of their needs assessment, priority setting and resource 

allocation duties, States and consortia must consider capacity development needs resulting from 
disparities in the availability of HIV-related services in historically underserved communities and 
rural communities. In particular is examining needs of PLWH who know their status and are not in 
care. If the needs assessment identifi es gaps in the ability of the area to reach and address the HIV 
service needs of underserved populations or communities, capacity development activities must 
be prioritized. Where there are no other sources of funding, Title II funds must be allocated for this 
activity. Capacity development should be targeted to service providers located in or with a history 
of serving communities where these access or service disparities exist. 
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The State and planning bodies can actively participate in recruiting and assisting with 
development of increased service provider capacity in a community. Capacity building can also 
extend to the provision of technical assistance to service providers as long as such assistance 
contributes to specifi c capacity development needs that have been identifi ed. 

States and planning bodies may choose to assume responsibility for providing or coordinating 
technical assistance to service contractors in organizational development areas. Examples 
of eligible areas include training, equipment, system design, help with planning, and other 
consultations. Inappropriate activities include staffi ng, major construction, and planning grants. 

Consortia. Consortia with procurement authority may provide technical assistance on grant 
application processes to assure applications from a diverse number of providers. This is particularly 
important when a consortium has prioritized services provided by smaller, minority, or rural 
organizations lacking experience in applying for and managing Federally funded programs. 

Effi ciency of the Administrative Mechanism 
States. Section 2617 requires States to assess the effi ciency of the administrative mechanism 

for rapidly allocating funds to areas of greatest need in the State. 

Evaluation
States. (See outcomes evaluation and cost effectiveness chapters in this Manual.) 

Consortia. Section 2613 requires consortia to have a mechanism to evaluate periodically their 
success in responding to identifi ed needs and the cost-effectiveness of the mechanisms employed 
by the consortium in delivering comprehensive care. 

Consortia can build evaluation of the costs and effectiveness of different service delivery 
approaches into the competitive funding award process. For example, the cost of providing a 
service can be considered when awarding contracts to providers. 

A consortium should evaluate how satisfi ed its members are with consortium processes and 
outcomes. Consortia should assess periodically their own administrative structures and procedures 
to ensure that they are operating effectively. 

Consortium Administration 

A consortium should check with its State grantee about any restrictions and specifi cations on 
the administrative cap requirements. An administrative budget should be developed, either as part 
of the lead agency’s budget or separately. 

Most lead agencies make ”in-kind” donations to the consortium process (e.g., allocating 
staff time and resources such as copying and postage beyond the funding available for 
administration). Additionally, members contribute large amounts of time and resources to the 
success of the consortium process. It should never be assumed that the lead agency or members 
will automatically donate everything. Consortia need to develop annual budgets that include an 
estimation not only of anticipated costs but also anticipated time and “in-kind” donations. 
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Some consortia combine resources for more effi cient use of their administrative allocation. For 
example, a community could “pool” its Title II and Centers for Disease Control and Prevention 
(CDC) Community Planning Group dollars for a joint needs assessment and evaluation. Other 
communities share resources across consortium boundaries by doing a multi-consortia needs 
assessment or sharing one staff person among multiple consortia and splitting that cost. Another 
solution to a lack of administrative support is to use other local resources such as interns from 
a local university. Many consortia fi nd that combining planning resources helps fi nancially and 
enhances community wide HIV/AIDS planning. 

When Consortia Are Responsible for Selecting Service Providers 

Establishment of consortia by the State is outlined in the CARE Act legislation. Various 
consortium models have emerged in the States, including the following: 

• Title II consortia are planning entities that become advisory to the grantee for fi nal decision 
making regarding the allocation of funds. In this model, the grantee makes fi nal decisions 
about the use of Title II funds based on the advice, input, plans, and priorities of the 
consortium. In this arrangement, funds may still fl ow through a lead agency. In some cases the 
funds are allocated directly to service providers who are reimbursed directly by the grantee. 
The contractual relationship is between the grantee and the service provider.

• Another model of consortia as advisory planning bodies uses the lead agency, or an outside 
organization or group, to procure services. However, the procurement process and the services 
procured are based on the consortium plan and priorities. Consortia infl uence the delivery of 
services through their coordination and planning functions, but the contractual relationships 
are between the lead agency and the direct service delivery organizations.

• Statewide consortia most frequently act as planning groups and provide advice about the 
need for services. They work on an ongoing basis with the grantee to improve existing services 
and to identify the new services most needed to improve the continuum of care. In at least 
one State (Delaware), the Statewide consortium is incorporated and is the decision making 
body. The State works in partnership with the consortium. In general, Statewide consortia 
are found in States with a relatively low incidence of HIV/AIDS cases, though a few large 
States with high incidence use a Statewide advisory group to assist the State in developing a 
Statewide comprehensive plan. 

In some States, the consortia select the service providers who will be providing the services 
required by the consortium’s comprehensive plan. Several different processes may be used for 
allocating funds, including the following: 

• Competitive Bidding or Grant Application. This approach requires the consortium to 
establish a process to issue an RFP (Request for Proposals), review proposals, determine 
awardees, grant funds, and oversee the use of funds. Consortia that are not incorporated 
do not sign a contract directly with a subcontractor. This is done by the lead agency. In this 
situation, the lead agency is responsible for monitoring the performance of subcontractors 
based on the scope of work or contractual requirements.
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• Sole Source. In this method of subcontracting, a consortia determines that a needed service 
is provided only by the sole provider capable or willing to provide the needed service. This 
method of contracting is known as sole source.

• Allocation Formula. Some consortia use an allocation formula to distribute funds. This 
procedure is most common when a consortium is allocating money to another umbrella 
organization, such as a county task force, which may then further subdivide the resources 
among direct service providers. 
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Introduction 

In order to operate effectively, planning bodies require policies and procedures to guide 
their planning and decision making. They should be developed and approved by the entire 
membership, with copies provided in the form of a manual to all members. Changes will naturally 
occur over time as proposed by members or committees. 

Provisions should cover such areas as the mission of the body; membership; meeting and 
decision making procedures (e.g., confl ict of interest); roles for offi cers, board members, and 
committees; lead agency procedures; and enforcement. 

Policies and Procedures Manual 

A policies and procedures manual should included the following: 

• Mission and objectives (including legislative requirements)

• Bylaws (if applicable)

• Body’s structure and current workplan

• Membership provisions (including recruitment strategies)

• Committee policies and procedures

• Job descriptions for all offi cers, board members, general members, and committee members

• Lead agency duties (if applicable)

• Meeting procedures including attendance requirements and voting procedures

• Defi nitions and a glossary of frequently used words and acronyms

• Confi dentiality policy, including sanctions for breaches

• Confl ict of interest policies 

2 Section VI

Planning Body Policies and Procedures
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• Confl ict resolution policies

• Documentation of needs assessment, priority setting, and evaluation procedures

• Description of fund distribution process (if this is a responsibility)

• Processes for adopting and changing policies and procedures

• Process for evaluation of service providers (if applicable), and

• Other policies and procedures related to the body’s role in the community. 

Key Questions to Consider 

In developing policies and procedures, consider the following questions. 

General Procedures 
• What is the mission?

• Will there be formal bylaws?

• What are the body’s responsibilities?

• How will performance be evaluated?

• What is the confl ict of interest policy and process?

• What is the confi dentiality policy?

• What policies and processes govern confl ict resolution?

• How will staff be evaluated?

• What is the relationship between the body and the State? 

Membership Procedures 
• What outreach procedures exist to recruit new members?

• What outreach procedures exist to identify and recruit PLWH?

• How will members be selected?

• Are there policies to help ensure the membership includes historically underserved groups and 
that it refl ects the demographics of the local epidemic?

• How will voting privileges be established?

• What roles are specifi ed for members? What job descriptions exist?

• What will be the duration of a term of membership? What are the criteria for continuing 
membership?

• Will members be required to sign a commitment statement?
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• What is the process for removing members?

• What is the member grievance process? 

Meeting Procedures 
• What are the attendance requirements?

• Does each member have one vote or is there one vote per organization?

• What is the decision making process (e.g., consensus, voting)?

• What are ground rules for discussion at meetings?

• What are the rules for discussions and deliberation (e.g., Robert’s Rules of Order)?

• Is attendance through telephone conference call permitted?

• Who chairs meetings?

• Who takes meeting minutes?

• Is there a quorum requirement? What is it?

• How will meetings be announced?

• When will meetings be held?

• How will reasonable accommodations be made for participants with special needs?

• Are alternate members designated to attend meetings for members who are unable to attend? 
If so, when are the alternates allowed to vote? 

Offi cers and/or Board Members Procedures 
• What are the offi cer and/or board member positions?

• How will offi cers and board members be selected?

• What are the roles and responsibilities of each offi cer and board member?

• What authority does each offi cer or board member have to make decisions?

• What is the process to remove offi cers and board members?

• How will offi cers’ and board members’ performance be evaluated? 

Committee Procedures 
• What are the standing committees?

• What, if any, ad hoc committees are needed?

• What written instructions, such as a charge to the committee, are provided, and who is 
responsible for preparing them?

• What are the roles and responsibilities of each committee?
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• How are committee members be selected?

• What authority do committee members have to act independently of the committee or the full 
consortium?

• How can committee members be removed?

• How is committee performance be evaluated? 

Lead Agency Procedures 
• What are the roles and responsibilities of the lead agency?

• What is in the document that establishes the relationship between the body and the lead 
agency (letter of agreement or memorandum of understanding)?

• What is the relationship of the lead agency to the body?

• What authority does the lead agency have to act independently of the body? 

Fund Distribution 
• What process is used to distribute funds?

• How will the availability of the funds be announced to potential service providers?

• What are the guidelines or criteria for selecting service providers?

• Who selects service providers?

• How is confl ict of interest avoided?

• What is the funding appeals process for service providers who apply?

• How, and by whom, are providers evaluated? 

Planning Bodies Responsible for Multiple Funding Sources 
• What are the relationships between the different funding sources including CARE Act 

programs, Centers for Disease Control and Prevention (CDC) Prevention Community Planning 
Groups, Housing Opportunities for People With AIDS (HOPWA), and State general funds?

• What are the specifi c program requirements for each funding source?

• What are the specifi c reporting requirements for each funding source?

• What specifi c policies and procedures will need to be developed for each funding source?

• What policies and procedures govern the overall process? 

Enforcement of Policies and Procedures 
The body as a whole must agree to enforce its own policies and procedures. While one or two 

people may be assigned to monitor compliance, the responsibility for agreeing to ensure the effective 
functioning of the group rests with every single consortium member. Hence, the body will set its own 
culture or “tone” of compliance with and enforcement of its own policies and procedures. 
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While the body needs to stay fl exible about changing requirements from funders and outside 
authorities, members should be encouraged to speak up if they feel that policies and procedures 
are not being followed by the membership. Options include reconsidering the policy or procedure 
because it is not being used or no longer applies, or enforcement of provisions. Such a consensus 
should stipulate specifi c actions that will result when members disregard policies or procedures. 

Technical assistance can be provided by the Title II grantee (i.e., State) to ensure that policies 
and procedures are developed, implemented, and maintained. In rare circumstances, direct 
interventions may be required by a Title II grantee to ensure that legislative mandates are carried 
out. Ultimately, the Title II grantee is responsible for ensuring that the body within their State 
complies with Federal and State requirements and guidance and for keeping the body informed 
about changes in requirements. 
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Introduction 

CARE Act puts planning in the hands of groups broadly representative of the local community. 
In general, membership should be inclusive and as diversely representative as possible. This 
includes representatives from all populations directly impacted by HIV/AIDS and representatives 
from the broader health care community. The typical planning body is composed primarily of 
people directly involved with HIV/AIDS, either as consumers or providers of health care services. 
The more perspectives that are represented in the planning process, the better the chances 
that decisions will refl ect community needs and be supported by participants and the broader 
community. 

Multiple areas of expertise should be represented in the membership of a planning body. 
Examples include expertise in what it is like to live with HIV; expertise in how to deliver care and 
treatment programs to people living with HIV disease (PLWH); technical expertise in the health 
care planning activities required of the consortium including needs assessment, priority setting, 
comprehensive planning, resource allocation, and evaluation; and, expertise in group process. 

A possible formula for membership recruitment and maintenance is: The better organized and 
operated, the easier it is to recruit new members and to retain current members. Members will feel 
that they are making a worthy contribution to an effective enterprise if the following holds true: 

• The mission is clearly defi ned

• Policies and procedures are documented and agreed on by all members

• Tasks necessary to the mission are specifi ed and pursued by the members themselves

• The committee structure allows all participants to understand their roles and responsibilities

• Meetings are conducted in a participatory, effi cient, and timely manner, and

• The group acknowledges that everyone has an equally important contribution to make and 
that not everyone must be an expert in every aspect of the process. 

3 Section VI

Membership Involvement and Retention
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Different Types of Participation 

Some bodies distinguish between voting members and non-voting members. The latter are 
usually staff or board members of a lead agency or contracted service providers. Such entities 
feel that assigning voting privileges to these members could constitute a confl ict of interest. 
Other groups allow only a designated number of voting members from each of the perspectives 
represented—consumer and provider. Additional representatives can participate as non-voting 
members. Finally, there are bodies that offer non-voting membership to people who cannot 
attend regularly, often for health reasons. 

While the body guides planning locally, membership should not be a requirement to 
participate in planning. Nonmembers can contribute needed expertise through participation on 
selected committees, caucuses, and task forces and in surveys and focus groups to identify needs 
and service gaps. Some nonmembers with special expertise can be recruited to join in an advisory 
capacity, with limited duties. This has been used to involve experts, such as local physicians who 
may have limited time. They might be asked to review the needs assessment results and the draft 
comprehensive plan and give feedback. 

Obstacles to Participation 

Obstacles that can harm member participation include the following: 

• Lack of clearly defi ned roles, responsibilities, and expectations for members. New 
members who are unclear about their role may become observers rather than participants. 
Further, potential new members may not continue because they do not know how to 
contribute or where they fi t into the process.

• Lack of formal orientation and training. New members need to be oriented and all 
members need ongoing training in the skills required to perform their consortium duties. 
Without orientation, new members may feel discouraged because they do not understand 
what is happening. Without training, members who feel they cannot participate fully in all 
activities may simply attend meetings and observe. This dynamic sets up a situation where the 
process is dominated by a few members.

• Lack of knowledge of the formality and complexity of consortium processes. The primary 
tasks of the body—needs assessment, priority setting, comprehensive planning, resource 
allocation, and evaluation—are complex. To understand and participate in them requires a 
fairly high level of knowledge and training. Additionally, procedures used to enact business, 
such as parliamentary procedures and the relationships of committees to the full consortium, 
can be confusing to participants.

• Inaccessible meeting times or locations. Members who participate as part of their job 
requirements because they are employed in agencies related to the activities of the body 
tend to prefer meetings during their work days. Members who are employed outside of the 
HIV/AIDS fi eld often fi nd it diffi cult to attend meetings during the day and prefer evening 
meetings. Location of the meeting can also affect who attends. However, frequent changes of 
meeting times and locations can hurt attendance.
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• A meeting process that is fi lled with confl ict and does not seem productive. When 
meetings are badly run, overly long, and fi lled with anger and confl ict, members tend to stop 
participating and then stop attending.

• Lack of administrative support. Many groups do not receive enough funding to pay for 
administrative support and the lead agencies often have to contribute these services. Members 
are often expected to volunteer large amounts of time to the process.

• Lack of consumer knowledge about policies and procedures to support their 
involvement. Sometimes, supports for consumers exist but they are unknown to new 
members. New members may be unfamiliar with expense reimbursement policies and 
uncomfortable asking about them. They may be unaware that child care or transportation 
assistance can be arranged. They may be unclear about access to offi ce equipment such as 
a fax machine or copier, or secretarial support available to assist them in carrying out tasks. 
Further, new members may not understand how to ask for what they need. They may not 
know how to sustain their involvement should they be ill or unable to participate for a period 
of time.

• Lack of fl exibility regarding participation. Membership policies and procedures often are 
rigid and infl exible and do not allow for alternates, proxies, or other types of participation 
(such as telephone hook-ups) necessary to encourage participation by consumers.

• Burnout and overcommitment. Sometimes members, including PLWH, are expected to serve 
on too many committees and take too much responsibility for tasks like reporting back to 
the community and recruiting new members. Some groups have unrealistic expectations of 
members and provide no opportunities for renewal and recognition. 

Ways to Encourage Participation 

The following actions can help encourage participation: 

• Formal membership plan

• Orientation of new members

• Ongoing training for all members

• Clear roles and responsibilities

• A culturally sensitive environment

• Flexibility about meeting times, locations, and participation requirements

• PLWH participation as a priority

• Creativity in fi nding solutions to administrative support needs

• Action to prevent burnout and sustain member commitment

• A membership removal process. 
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Formal Membership Plan 
Member recruitment and retention can be better tracked and analyzed by creating a formal 

membership plan that addresses (1) representation, (2) diversity (key occupational, geographic, 
demographic, and social characteristics representative of the area and population served by the 
body) and (3) recruitment and selection of members. 

Representation means including different perspectives, such as the following: 

• Consumers, including PLWH and their families and signifi cant others

• Other CARE Act Titles, and

• Community leaders, including neighborhood leaders

• Community-based organizations, including those serving various ethnic communities, other 
health issues, and community action agencies

• Gay/lesbian/bi-sexual and transgender organizations

• AIDS service organizations

• Medical providers, including hospitals, health departments, HMOs, private medical and dental 
groups, medical societies, primary care clinics, community and migrant health centers, home 
health agencies, hospices, and nursing associations

• Health planners and evaluators

• Public health professionals, such as epidemiologists and prevention staff

• Mental health providers, including mental health clinics, crisis centers, substance abuse 
treatment programs, and private counselors

• Social and support service providers, including social service departments, adoption 
agencies, food banks and emergency relief agencies

• Housing providers, including housing authorities, long-term care facilities, homes for PLWH, 
and homeless shelters

• Programs that address needs of formerly incarcerated populations 

• Programs that enhance access to care and treatment, including Medicaid, clinical trials, 
sexually transmitted disease clinics, and tuberculosis prevention/treatment services

• Business people, including small business owners, and executives of corporations

• Educational institutions, including schools, colleges, technical schools, and professional schools

• Religious leaders, including rabbis, priests, ministers, and others

• Policymakers, including elected city, county, and State offi cials

• Law enforcement and correctional offi cers, attorneys and judges

• Media, including advertising, print, radio, television, and cable

• Youth services, including runaway and homeless youth shelters, teen clinics, youth 
organizations, and community centers
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• Women’s services, including family planning, rape, and domestic violence programs

• Family-centered caregivers, and

• Other (e.g., vocational rehabilitation services, client assistance programs (CAPs) and disability 
community organizations). 

Diversity should be based on population characteristics including the following: 

• Geography, including neighborhoods in urban areas and counties or communities in rural 
areas;

• Gender, including transgender

• Sexual orientation, including heterosexual, homosexual, bisexual, and transgender 

• Ethnocultural background, including the various ethnic and cultural communities within the 
consortium area

• Risk for HIV, including injection drug users, men who have sex with men, and persons with 
hemophilia, and

• Physical ability, including hearing-challenged and sight-challenged persons. 

A process for recruitment and selection of members may include answers to the following: 

• What nominations process will be used? 

• How will members be recruited?

• How do nonmembers become members, and what are the criteria for membership?

• What are the requirements to maintain membership?

• What training will be available to consortium members to help them recruit new members? 

Each of these questions is addressed in greater detail in Appendix A at the end of this chapter. 

Orient New Members 
Orientation of new members helps them understand procedures and prepare to participate 

actively. Well-planned orientation and training activities demonstrates the value the group places 
on new member participation. Orientation activities might include the following:

• An initial orientation prior to each new member’s fi rst meeting should cover their roles and 
responsibilities as members, the annual work plan, and timeline for activities and topics to be 
addressed at the next meeting. A new member Orientation Manual or Packet might include: 

-  Overview of the Ryan White CARE Act

-  History and the mission statement 

-  Bylaws, policies, and procedures

-  List of services provided

-  Chart of the committee structure
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-  List of members including addresses and phone numbers (prepared according to the wishes 
of the membership)

-  Member and committee job descriptions

-  Reimbursement procedures

-  Current comprehensive plan (which should include the results of the needs assessment, 
priority setting process, resource allocation process, and previous year’s evaluation), and

-  Other pertinent information. 

   The orientation manual should not be used as a substitute for an interactive orientation. 
Written materials should be compiled and adapted as necessary to accommodate the 
language preferences and literacy levels of new members. 

• A formal procedure should introduce and welcome new members at meetings. Attending a full-
membership meeting for the fi rst time can be overwhelming and confusing, especially if there 
is no mechanism to acknowledge and integrate new members. 

• Debrief with new members after their fi rst meeting. 

• Establish a mentor or “buddy” system. Assigning a current member to be a “buddy” to a new 
member, for at least three months, helps new members feel welcome, learn about individual 
member perspectives, and become comfortable with the processes and interactions of the 
group. 

• Train to address individual needs. For example, address the problem of burnout, helping new 
members make realistic time commitments and avoid becoming overcommitted. 

• Sensitize all members to the importance of consumer input. 

Provide Ongoing Training for All Members 
Continuing education and training opportunities promote constructive working relationships 

among members, reward members for their time and effort, develop members’ knowledge and 
skills related to HIV disease and organizational functioning, and advance the work of the group. 
The following educational opportunities can be useful for members: 

• Strategic planning retreats

• Trust-building and team-building workshops

• Confl ict-management workshops

• Training on comprehensive planning, priority-setting methodology, using data and statistics to 
plan, and evaluation methodology

• HIV/AIDS informational topic sessions (e.g., antiretrovial therapies)

• Workshops on roles and responsibilities of consortium members, and

• Development of skills for facilitation and chairing a successful meeting. 
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Clearly Outline Roles and Responsibilities 
Clear information will enhance functioning, including clearly defi ned roles and responsibilities; 

policies and procedures that are as simple as possible and available to all members in writing; 
and written defi nitions of all operating concepts. Use agreed-upon ground rules for all meetings. 
Confl ict of interest and grievance policies and procedures should, at a minimum, be defi ned and 
distributed in writing to all members. 

Further, CARE Act-specifi c activities require a high degree of defi nition to be successful. To 
illustrate, all services provided should be clearly defi ned before the needs assessment process 
begins. Establishing such defi nitions up-front is critical to the priority setting process, the resource 
allocations process, the comprehensive plan, and the evaluation process. 

Create a Culturally Sensitive Environment 
Never assume that there is only one way to conduct business of the group. The effort 

is a collaboration of many different people, all of whom bring their own expectations and 
backgrounds to the table. A formal process governed by parliamentary process and Robert’s 
Rules does not necessarily work in all environments. As needed, modify and create procedures for 
doing work that meet the needs of most members, promote full participation and high levels of 
productivity, and create a comfortable atmosphere that is inviting to new members. 

Be Flexible about Meeting Times, Locations, and Participation Requirements 
Meeting times, locations, and requirements for participation should be revisited on a regular 

basis. The group changes as new members join, older members leave, members die, and the 
requirements of the epidemic change. Many groups report changes in their PLWH participation 
as greater numbers of consumer members return to work or become employed. They have been 
forced to change their meeting times accordingly. Some are only meeting as a full body on a 
quarterly basis and rely more and more on committee functioning to complete the operational 
tasks. Some use consumer and service provider caucuses to review the work of the full group and 
provide input but do not require caucus members to participate in general membership meetings. 
The key is fl exibility and taking the time to develop a process that works best. 

PLWH Participation is a Priority 
The following approaches will help assure PLWH participation: 

• Develop a formal PLWH membership plan.

• Provide supports for PLWH members with limited physical capacity or special needs.

• Demonstrate respect for PLWH member input and recognition of contributions by paying 
attention to what PLWH say, insisting on an atmosphere of mutual respect, encouraging 
everyone to participate, and maintaining an orderly process.

• Seek PLWH representation on all committees at the same level as on the consortium.

• Develop a formal leadership development training program for PLWH.
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• Have policies and procedures that allow PLWH to participate in different ways, predicated by 
the changes in their health status.

• Directly address grief and loss within the membership. 

Be Creative in Meeting Administrative Support Needs 
Take the time to assess administrative support requirements and resources available to meet 

them. Do not assume some members will volunteer to do all the work or that the lead agency will 
automatically agree to donate those services. 

First, discuss administrative requirements and develop an administrative budget with the State 
grantee and their lead agency (if they have one). If the administrative cap is inadequate to meet 
administrative needs, alternative resources need to be found. There are many creative solutions 
to the barrier of administrative support. Some groups recruit specifi c people or entities to make 
targeted contributions, such as small business owners willing to donate postage for mailing 
minutes as a sole contribution to the process. Others rely on local universities, colleges, or trade 
schools to provide interns to assist with the administrative tasks, such as taking meeting minutes. 
Some even use interns to write their applications. In other areas, groups from adjoining regions 
have combined their administrative allocations and contracted with a staff person to provide 
administration to multiple groups. 

Take Action to Prevent Burnout and Help Sustain Member Commitment 
Sustaining commitment and enthusiasm is challenging. All organizations experience an ebb 

and fl ow of involvement. Thus, it is important to bring in new members on an ongoing basis. 
They bring new energy and fresh perspectives. It is also important to rejuvenate existing members. 
Methods to sustain member commitment include the following: 

• Acknowledge people for their contributions and give them positive feedback on an ongoing 
basis by thanking members at meetings, honoring them at special events, developing 
an awards program, or featuring members in newspaper or newsletter articles. Celebrate 
accomplishments at an annual social event. 

• Provide opportunities for continuing education, training, leadership development, and 
growth-promoting activities. 

• Effective meetings also help to keep members involved. Start by mailing out an agenda and 
a packet of background information needed for decision making at least one week before 
the meeting. Specify when the meeting will begin and end. Start and adjourn on time. The 
meeting facilitator or leader should ensure that discussion does not stray from the agenda 
and that the discussion leads to an agreed-upon course of action on all items that require 
decisions. 

• Consider scheduling time for optional socializing and networking immediately before or 
after the meeting. For some people, these opportunities represent a critical reason to remain 
involved. 
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Have a Membership Removal Process 
Once criteria for membership have been established, adopt a process for removing members 

who no longer meet the criteria or who violate the rules. To discourage attempts at removal based 
solely on personality confl ict, the removal process must be fair, impartial, and clearly spelled out. 
Use the following four steps, which are drawn from standard organizational personnel policies: 

   Step #1. Written notifi cation to the member about the violation. This notice should 
specify actions necessary to correct the violation and the time frame within which the 
corrective action must occur. It is typically written by the principal leader or designee (e.g., 
the chair of the membership committee). 

   Step #2. A meeting to mediate a solution between the member or members and the 
principal leader or leadership such as the Executive Committee. 

   Step #3. Mediation and confl ict resolution facilitated by an outside expert. This action 
should be taken if the member or members refuse to pursue a solution with the leadership. 

   Step #4. A motion to remove the member if all attempts at mediation fail. The motion 
should be introduced to the membership committee or the full membership, with complete 
written documentation of all prior steps taken. Removal usually requires a two-thirds vote of 
the members. 



Section VI: Planning Bodies
Chapter 3: Membership Involvement and Retention

30 RYAN WHITE CARE ACT TITLE II MANUAL

APPENDIX A

Recruitment and Selection Process 

Address the following questions in the process that is established: 

• What nominations process will be used? 

• How will members be recruited?

• How do nonmembers become members? (What are the criteria for membership?)

• What are the requirements to maintain membership?

• What training will be available to consortium members to help them recruit new members? 

What Nominations Process Will Be Used? 

An open nominations process might include the following minimum standards: 

• Be described and announced before the nominations process begins. 

• Specify the membership criteria being sought to ensure that membership: 

(1) Includes the legislatively required positions (membership categories) 
(2) Refl ects the epidemic of HIV disease in the EMA 
(3) Refl ects the geography of the EMA 
(4) Refl ects any other locally determined membership needs, and 
(5) Incorporates confl ict of interest requirements. 

• Be publicized, including advertisements in local HIV publications, notices to service 
providers, press releases, and other community announcements. 

• Inform nominees of:

(1) The time commitments involved in serving on the planning body 
(2) Confl ict of interest standards, and 
(3) HIV disclosure requirements. 

• Use a nominations form to:

(1) Collect information about the nominee’s characteristics, experience, and background, 
with specifi c attention to legislatively mandated membership categories and the 
characteristics of the local epidemic of HIV disease 

(2) Include an open-ended response category for nominees to describe their experience 
(3) Provide information to potential members about time commitments and other demands 

of planning body membership, meeting schedules, HIV disclosure requirements, and the 
confl ict of interest standard, and 

(4) Provide a written description of the nominations process. 

• Establish a representative nominations or membership committee that reviews all 
nominations.
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How Will Members Be Recruited? 

Methods for recruiting consortium members include: 

• Direct mailings to other organizations’ mailing lists and current members’ own personal 
mailing lists. To maintain confi dentiality in conducting recruitment, take steps such as using 
unmarked envelopes.

• Have consortium members telephone potential members who belong to targeted groups 
and work with them to become members of the consortium. This may include a type of 
mentoring or buddy program where members agree to pick up potential members and 
drive them to meetings and work with them to help them understand the process.

• Consortium members can engage in collaborative community networking. Consortium 
members should attend other organizations’ meetings and promote membership on 
the consortium in their public venues or where speakers are allowed. Some consortia 
are developing speakers bureaus not only to provide education about HIV/AIDS and the 
consortium funded services, but also to advertise and promote consortium membership.

• Use newspapers and newsletters. Consortium meetings should be regularly advertised in 
local newspapers and member organizations’ newsletters.

• Distributing fl yers and brochures at various locations certainly promotes the consortium 
but has seen little direct success 
when used as the only technique for 
recruiting members. When used in 
conjunction with other techniques, 
fl yers and brochures can promote 
the consortium membership, but are 
used most widely to promote the 
consortium’s funded services. Flyers 
and brochures should be translated 
into all the major language groups of 
populations targeted both to receive 
services and to become consortium 
members. 

• Multiple methods can be used to 
target consumer/PLWH involvement. 
Examples include outreach to service 
providers and individual staff who 
serve clients with HIV/AIDS to identify 
non-affi liated PLWH nominees. 
(Non-affi liated refers to consumers 
who do not have a potential confl ict 
of interest, meaning they have no 
fi nancial or governing interest in 
funded agencies.) Coalitions of 
PLWH can also be contacted. 

SENSITIVITY TO SPECIAL NEEDS 

With recruitment in mind, members should show 
sensitivity to the special needs of many targeted 
populations by providing, as appropriate, the 
following: 

• Transportation

• Child care

•  Sign language interpreters for people who are 
hearing impaired

•  Special presentations for those with visual 
problems

•  Oral communication of printed materials for 
those with low literacy levels, and

•  Meetings held in various locations and at 
various times.
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How Do Nonmembers Become Members, and what are the criteria for membership? 

Following are ways for an individual to become a member. More than one of these processes 
might be used: 

• Application

• Appointment

• Invitation to join

• Following attendance at multiple consecutive meetings

• Volunteering

• A member commitment statement (see sample membership commitment statement at the 
end of this chapter), and

• Meeting specifi c criteria determined by the consortium. 

Criteria for membership may require the following of individual members: 

• Agreement with the mission of the consortium

• Belonging to a targeted population

• Representing a targeted agency

• Being recommended by other members, and/or

• Having experience with HIV/AIDS. 

What Are The Requirements To Maintain Membership? 

Members may be required to do the following to maintain their membership: 

• Participate on committees

• Regularly attend full consortium meetings

• Stay below an agreed-upon number of unexcused absences from consortium meetings

• Participate in special projects, and/or

• Comply with consortium policies and procedures. 
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What Training Will Be Available to Members to Help Them Recruit New Members? 

All members have an investment in new member recruitment and should be encouraged to 
participate in recruiting new members. The most successful recruitment technique identifi ed by 
consortia across the country is the personal connection of asking someone directly to join. The 
best way to recruit a potential member on the importance of the group’s work is for someone with 
a prior personal connection to meet with him or her. 

When meeting with a prospective member, do the following: 

• Explain the mission and goals of the consortium

• Connect on a personal level by explaining why they joined

• Describe why the potential member is needed and the specifi c contribution they can make

• Candidly estimate the time commitment

• Be clear about what is expected; go over the membership commitment statement , if one is 
used (see the sample at the end of this chapter)

• Explain the membership selection process

• Explain the member orientation process

• Give the potential member time to consider membership, and

• Follow up with a telephone call to assess the candidate’s interest and answer any questions. 
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SAMPLE MEMBERSHIP COMMITMENT STATEMENT 

Statement of Individual Consortium Member’s Responsibilities

I,                                                                                  , do hereby commit to: 

General Expectations

1. Know the Consortium’s mission, purpose, programs, and services. Continually work to develop 
and implement strategies, goals, policies, and procedures that promote the Consortium’s 
mission.

2. Work to attract new members who can make signifi cant contributions to the work of the 
Consortium and refl ect the diversity of the community and the HIV/AIDS epidemic.

3. Fulfi ll commitments made, willingly undertake special assignments, and consider serving in 
leadership positions.

4. Avoid prejudiced judgments on the basis of information received from individuals and urge 
those with grievances to follow established policies and procedures for grievances within 
the Consortium. (All matters of potential signifi cance should be called to the attention of the 
Consortium’s leadership.)

5. Stay informed and follow the trends in the HIV/AIDS epidemic. 

Meetings

1. Prepare for and participate in Consortium meetings and committee meetings.

2. Ask timely and substantive questions at Consortium and committee meetings consistent with 
my conscience and convictions, while supporting the majority decision on issues decided by 
the Consortium.

3. Maintain confi dentiality of the Consortium’s sessions and speak for the Consortium only when 
authorized to do so.

4. Suggest agenda items periodically for Consortium and committee meetings to ensure that 
signifi cant policy-related matters are addressed. 

 Avoiding Confl icts

1. Serve the HIV/AIDS community as a whole rather than only serving a special interest group, 
constituency or service provider. (It is very important that all the various perspectives of the HIV/
AIDS epidemic be represented and participate in discussions. Ultimately, all Consortium members 
need to make fi nal decisions for the good of the entire community.)

2. Avoid even the appearance of a confl ict of interest that might embarrass the Consortium and 
jeopardize the credibility of the funds allocation process. Disclose any possible confl icts to the 
Consortium in a timely fashion.
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3. Maintain independence and objectivity and do what a sense of fairness, ethics and personal 
integrity dictate even though not necessarily obliged to do so by law, regulation or custom.

4. Never accept (or offer) favors or gifts from (or to) anyone who is funded by the Consortium or 
does business with the Consortium. 

Fiduciary Responsibilities

1. Exercise prudence with the Consortium’s decisions regarding allocation of CARE Act Title II 
funds. I understand that we are the stewards of these public funds and our decisions about 
how to spend them must be made in a fair, impartial and informed way.

2. Faithfully read and understand the Consortium’s fi nancial statements and budgets and 
otherwise help the Consortium fulfi ll its fi duciary responsibility.

Further, I personally commit to: 

(For example: accomplish a specifi c task, sit on certain committees, take responsibility for certain 
functions of the Consortium, or take a particular leadership role.) 

 

 

 

 

 

Signed:                                                                                 Date:                                    
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Introduction 

Title II CARE Act planning creates a participatory planning process to ensure that local health 
care and social service programs are responsive to the needs of persons living with HIV disease 
(PLWH). Unique PLWH perspectives are a major benefi t of consumer involvement in such terms 
as design of appropriate services and identifi cation of needs. Barriers to eliciting and maintaining 
effective PLWH involvement include time constraints, lack of understanding about complex 
planning duties, and health concerns. 

Recruitment measures are needed to secure representation on the planning council, such as 
a variety of outreach methods to identify potential members. Retention measures are needed to 
help members stay engaged and participate fully, such as orientation and training, mentoring, and 
fi nancial support for the costs of participating. 

Legislative Background 

Section 2613(c) requires a consortium to submit an application to the State that, in part:

“(A) demonstrates that the consortium includes agencies and community-based 
organizations—

(i) with a record of service to populations and subpopulations with HIV disease requiring care 
within the community to be served; and

(ii) that are representative of populations and subpopulations refl ecting the local incidence of 
HIV and that are located in areas in which such populations reside;” 

“(B) demonstrates that the consortium has carried out an assessment of service needs within 
the geographic area to be served and, after consultation with the entities described in paragraph 
(2), has established a plan to ensure the delivery of services to meet such identifi ed needs that 
shall include—

4 Section VI
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(iv) assurances that the assessment of service needs and the planning of the delivery of services 
will include participation by individuals with HIV disease;” 

Section 2613(b) states that consortia, in order to receive Title II funding from the State, must 
provide the State with assurances that, in part:

“(2) Consultation.—In establishing the plan required under paragraph (1)(B), the consortium 
shall consult with—

(A)(i) the public health agency that provides or supports ambulatory and outpatient HIV-
related health care services within the geographic area to be served; or

(ii) in the case of a public health agency that does not directly provide such HIV-related health 
care services such agency shall consult with an entity or entities that directly provide ambulatory 
and outpatient HIV-related health care services within the geographic area to be served;

(B) not less than one community-based organization that is organized solely for the purpose of 
providing HIV-related support services to individuals with HIV disease;

(C) grantees under section 2671, or, if none are operating in the area, representatives in the 
area of organizations with a history of serving children, youth, women, and families living with 
HIV; and

(D) the types of entities described in section 2602(b)(2).” 

Section 2617(b) requires Title II applications to contain, in part:

“(5) an assurance that the public health agency administering the grant for the State will 
periodically convene a meeting of individuals with HIV disease, representatives of grantees 
under each part under this title, providers, and public agency representatives for the purpose of 
developing a statewide coordinated statement of need; and

(6) an assurance by the State that—

(A) the public health agency that is administering the grant for the State engages in a 
public advisory planning process, including public hearings, that includes the participants under 
paragraph (5), and the types of entities described in section 2602(b)(2), in developing the 
comprehensive plan under paragraph (4) and commenting on the implementation of such plan;” 

Benefi ts of Consumer Participation 

• Consumer Perspective. PLWH provide a critical consumer perspective on CARE Act service 
planning, delivery, and evaluation. This occurs within a diverse consortium membership that 
provides a forum for participants to interact.

• Reality Check. PLWH help keep the members of the consortium focused and on track by 
providing a fi rst-hand perspective on issues facing PLWH and their families. PLWH can discuss 
their actual experiences in seeking and obtaining services.
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• Help in Needs Assessment. PLWH can help ensure that needs assessments consider the needs 
of PLWH from differing populations and geographic locations, including those in and out of care.

• Identifying Service Barriers. PLWH can identify service barriers that may not be evident to 
others and can help consortia plan to overcome those barriers.

• Outreach. PLWH can help identify ways to reach the PLWH communities served, including 
minority and other special populations with unmet need for services.

• Quality Management. PLWH who are clients of CARE Act services can provide direct feedback 
on the quality of services. Their voices can help determine what services are needed.

• Community Liaison. PLWH provide an ongoing link with the community. They can bring 
community issues to the group, as well as help to bring research and care information to 
the community. 

PLWH ROLES 

When considering ways to increase involvement of PLWH in CARE Act activities, 
assess what PLWH involvement is wanted. Roles for PLWH include regular 
membership, participation in a PLWH caucus, and other kinds of participation. 

Success might be realized with recruiting PLWH, but retention as active 
participants can be harder. Often, this is because PLWH roles have not been 
clearly defined. Members may not have received orientation or training or other 
necessary support. Maintaining active involvement of PLWH relates to effective 
utilization of the skills and resources that PLWH bring to the planning process. 

It should never be assumed that the only way a consumer can participate is to 
be an active member. Some consumers do not have the skills to participate or 
choose not to participate because they prefer not to assume the responsibilities 
of active membership. However, their voices and participation are just as 
valuable to the overall planning process as PLWH who are active members, sit 
on committees, and participate in mandated activities. Some groups have 
active consumer caucuses that meet separately and send a representative to 
the group as a member. Others access local support groups for feedback at 
targeted points in the planning process. For example, the consumer caucus or 
support groups may participate in the needs assessment, review a draft of the 
priorities being recommended from the needs assessment, and review a draft 
of the final comprehensive plan. Further, PLWH input is often utilized as one 
component of evaluation (client satisfaction). 
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Recruitment of PLWH 

Recruitment of PLWH members is a responsibility of the entire group. Groups often use 
personal contacts and other individual interactions as the chief means of PLWH recruitment. 
Recruitment generally requires personal contacts with potential members, but outreach beyond 
individual networks is important in widening the search. Membership and outreach committees 
are ways of overcoming problems encountered in recruitment. Many such committees have 
identifi ed the following useful practices in recruiting PLWH: 

• Establish Guidelines Regarding Representation and Affi liation. This includes clearly-stated 
confl ict of interest guidelines and grievance procedures. 

• Formalize Recruitment and Outreach Procedures. These may be summarized in policies and 
procedures, providing the membership/outreach committee and the full group with a clear 
and publicly known process to follow, year after year. 

• Implement a Formal Outreach and Recruitment Process. The responsibility for PLWH 
recruitment should not be placed primarily on the current PLWH members but rather shared. 
Outreach must be extensive, ongoing, and culturally competent. Recruitment requires 
contacts throughout the community, not focused on a single organization or limited to 
individuals or groups personally known to consortium members. Methods of outreach include:

-  Contacts with a wide range of non-HIV-specifi c health groups, social service agencies, and 
PLWH groups 

-  Advertisements in local publications, especially publications targeting HIV-positive people, 
racial and sexual minorities, and underserved populations 

-  Contacts with local community colleges and universities

-  Public meetings arranged in consultation with CARE Act service providers, and 

-  Outreach materials and programs should emphasize commitment to a diverse HIV-positive 
membership and be specifi c about populations that need to be represented. 

• Communicate Expectations Clearly. PLWH, like other members, need to know what is 
expected of them in terms of time requirements, travel, roles and responsibilities, and 
public visibility. A job description is especially helpful. Clearly state disclosure requirements 
and indicate limitations and expectations regarding affi liation with AIDS service 
organizations (ASOs) or other providers or membership preference for unaffi liated PLWH 
(i.e., noninvolvement with agencies with a funding interest). Recruitment materials should 
clearly state the supports that are available, such as expense reimbursement, transportation 
assistance, and child or partner care. 

• State and Enforce Participation or Attendance Requirements. Procedures can ensure 
timely removal of people who do not participate and fi lling of such vacancies by PLWH who 
will become actively involved. They should also state policies relating to participation of 
alternates for PLWH members and the use of other technology, such as teleconference calls, to 
participate in meetings. 
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• Make the Process Effi cient and Timely. If the nominations and selection process is lengthy, 
planning bodies may have PLWH vacancies for many months, and nominated individuals 
may lose interest. The selection process should be effi cient in fi lling all membership slots, but 
especially PLWH slots. Use of alternates who may then be upgraded to membership is one way 
to minimize vacancies. 

• Ensure That Members Refl ect Changes in the Local Demographics of HIV Disease. As 
the demographics of HIV change, it becomes important for the membership to refl ect these 
changes. Attaining diversity among PLWH representation requires carefully planned outreach 
into many different communities with the help of a variety of individuals and community 
groups. Policies might state that the PLWH membership will refl ect the demographics of the 
HIV/AIDS epidemic in its service area. 

Barriers to PLWH Recruitment 

Recruitment of PLWH requires fi rst understanding and then overcoming a number of barriers 
that prevent or discourage PLWH membership. Barriers may exist within the planning body, the 
community, and the person living with HIV disease. Following are frequently identifi ed barriers, 
from the perspective of PLWH and planning bodies: 

• Lack of PLWH awareness of CARE Act programs and planning bodies

• Lack of knowledge about how to become involved

• Lack of written criteria for membership

• Unclear member roles, responsibilities, and expectations

• Lengthy nomination and selection process

• Belief that PLWH members are not taken seriously

• Fear of disclosure of HIV status, sexual orientation, drug-using behavior, etc.

• Financial costs of participation

• Limited physical capacity

• Distrust of public programs and providers, and

• Lack of understanding and/or discomfort with formality and complexity of planning body 
procedures. 
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Maintenance of PLWH Involvement 

Recruitment a diverse PLWH membership is only the fi rst step in effective PLWH involvement. 
Sustaining and maintaining effective PLWH involvement requires continuing attention. Many 
factors—related to the community, the consortium, and the individual—can cause a PLWH 
member to become inactive or resign. Ongoing recruitment is required simply because of the 
changing health status of PLWH members, as well as to replace members who move, change their 
employment or family status, get burned out, or change their community priorities. 

Many of the factors that help with PLWH recruitment also contribute to the effective and 
sustained involvement of PLWH. Outlined below, they include orientation, training, and mentoring 
to enable PLWH to actively participate in deliberations and also make participants, including PLWH 
members, feel valued. 

Orientation. Orientation should occur prior to the fi rst meeting. New members should receive 
a practical orientation to their roles and responsibilities as members, the workplan and timeline 
of the group, operating rules for meetings (e.g., bylaws, Roberts Rules of Order), and a list of 
topics to be addressed at the next meeting. They also need an understanding of the structure of 
committees, their mandates, when they meet, and their leaders’ names and telephone numbers. 
This kind of orientation offers new members access to the people who are part of the system. The 
orientation should be supplemented with handouts, but written materials are no substitute for an 
interactive orientation process. 

Training. Further training can provide the technical knowledge and skills needed for full 
participation in the consortium’s activities. Training should provide an understanding of the 
CARE Act legislation and implementation process, the service delivery system and provider 
profi les, and planning and other tasks (i.e., needs assessment, priority setting, resource allocation, 
comprehensive planning, evaluation). Understanding and accepting some of the constraints within 
service systems is an important area; orientation and training can help members understand 
processes and procedures for change and recognize some of the complexities within the system. 
Training should prepare members to use and understand epidemiologic data and to participate 
actively in needs assessment, priority setting, and other key processes. 

Mentoring. Mentoring helps PLWH, including new members, feel welcome, learn about 
individual member perspectives, and become comfortable with processes and interaction. Some 
groups assign each new member to a veteran member who takes special responsibility for making 
sure the new member understands the background and context of discussions and actions. 
Mentoring typically lasts for at least three months. 

Relationship Building. Developing positive relationships between PLWH and other members 
can greatly enhance the planning process with mutual understanding and communication. 
Periodic retreats or other facilitated sessions build a sense of teamwork and trust among all the 
members. Requiring PLWH representation on committees is another way to increase PLWH 
involvement and participation. 

Access to Information. PLWH members sometimes do not receive information important to 
them and the consumer community. Address this need by ensuring that materials from the State 
grantee and lead agency are shared with all members and PLWH caucuses. 
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Financial Support. One of the greatest obstacles to PLWH involvement is the fi nancial cost of 
participation. Costs of attending meetings may involve transportation, child or partner care, and 
meals. Additional expenses might include sending and receiving faxes, making telephone calls, 
preparing materials, and accessing the Internet. These expenses can present a problem for PLWH 
on disability or with very limited incomes, and for PLWH without access to offi ce equipment and 
supplies. 

Financial support for PLWH involvement needs to be addressed with respect to several 
different issues: 

• What kinds of CARE Act funds are available for use in providing fi nancial support for activities 
related to PLWH involvement?

• What are the State contracting restrictions and policies on reimbursement?

• What kinds of expenses can be covered for PLWH?

• What constitutes “reasonable costs?” 

Title II grants allow for consortia administrative support. Federal guidelines allow CARE Act 
funds to be used to cover expenses for PLWH such as child care, transportation, or other meeting-
related costs. In addition, contracted services can be used, such as transportation or child care 
services. 

Consortia are permitted to provide budget support for PLWH participation in local 
conferences. However, State (grantee) contract guidelines may not permit use of the funds 
to cover expenses in this manner. Stipends or honoraria are not permitted as cash payments 
using CARE Act funds. If alternate funds are available for stipends, consortia may give PLWH the 
option of receiving or declining a stipend for services, since such income could affect eligibility 
for Medicaid coverage or for Supplemental Security Income (SSI) or other entitlements which 
may have income caps. Some 
consortia have found it preferable 
to reimburse allowed expenses 
instead of providing stipends 
for PLWH services. Funds can be 
used to help pay for the cost of 
participation, which may include 
transportation, meal costs, 
and offi ce supplies. For further 
details, refer to the “Guidelines 
on Reimbursement of Individuals 
Serving on a Ryan White Title I 
Planning Council and/or Title II 
Consortium” (DSS Program Policy 
Guidance Number 9), which 
are included in this manual and 
available on the HAB website. 

RESOURCES FOR TRAINING CONSUMERS 

To facilitate the full participation of consumers in 
the planning bodies, HAB/DSS provides training 
opportunities and has developed guides including: 
• Training Guide: Preparing Planning Body Members. 
• Planning Council Primer (in Spanish and English). 
• Consumer Digest for the CARE Act. 

In addition, HAB maintains cooperative agreements 
with various national organizations that prepare 
training resources and conduct leadership and skills-
building training for consumers who are members of 
CARE Act planning bodies. The HAB Website 
http://hab.hrsa.gov provides additional details about 
training resources for planning body members.
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Barriers to Sustained PLWH Participation on Planning Bodies 

Planning bodies and PLWH have identifi ed many of the following obstacles to sustained PLWH 
participation. 

Barriers within Structures and Processes 
• Lack of clearly defi ned roles and responsibilities

• Lack of orientation and training or mentoring of PLWH members

• Poor relationships or confl ict within the planning body 

• Lack of demonstrated respect for PLWH input

• Lack of communication and access to information

• Bureaucratic processes and long delays before results are seen

• Unrealistic time/commitment expectations given PLWH capacities at various stages of illness

• Lack of ongoing supports such as accessible meeting locations, expense reimbursements, rest 
breaks during meetings

• Financial costs that are not reimbursed

• Lack of support for members with special needs (e.g., visually or hearing impaired, limited 
English profi cient)

• Lack of fl exibility regarding participation (not allowing alternates or proxies, no telephone 
hook-ups) 

Community Barriers 
• Discrimination against people with HIV/AIDS

• Discrimination against sexual minorities

• Discrimination against people of color

• Lack of or inadequate commitment to meeting needs of PLWH

• Large geographic areas requiring time-consuming, long distance travel 

Personal Barriers 
• Poor health 

• Burnout

• Competing family, professional and/or personal demands on time

• Discomfort with processes and requirements of the planning body 

• Change in affi liation
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Nonmember Involvement 
All groups need input from PLWH who are not members. Only a small number of HIV-positive 

individuals are members, and they cannot fully represent the entire consumer community. PLWH 
should not feel that they are expected to know everything about people infected or affected 
by HIV/AIDS. To avoid this additional—even if unintentional—pressure on PLWH, groups can 
encourage broader community input. Either unilaterally, or in partnership with PLWH caucuses, 
consortia can do the following: 

• Welcome community PLWH to meetings and subcommittees meetings

• Let PLWH know about opportunities for input into CARE Act needs assessment and priority-
setting processes

• Develop small work groups so that people can have an active voice in the process without 
making long-term commitments, and 

• Provide regular feedback to appropriate segments of the community. 

The following approaches have been helpful in various communities: 

• Open committees to nonmembers

• Enable anyone to become a voting member of a committee after attending three consecutive 
meetings, even if he or she is not a member of the planning body

• Develop methods for involving those who do not attend meetings, such as a telephone call-in 
number to connect them to the meeting, enabling them to listen, provide information, or ask 
questions

• Use publications, including mainstream media and newsletters of PLWH caucuses and other 
community organizations, to request input and publicize hearings and community meetings, 
and

• Set up a formal communication structure with special PLWH caucuses and support groups 
where consortium information and draft plans can be presented and input and feedback 
solicited. 

R E F E R E N C E S  

Health Resources and Services Administration (HRSA), 
HIV/AIDS Bureau (HAB). DSS Program Policy Guidance No. 9: 
Guidelines for Reimbursement of Individuals Serving on a Ryan 
White Title I Planning Council and/or Title II Consortium, June 1, 
2000. 

HRSA, HAB. Training Guide: Preparing Planning Body Members. 
Rockville, MD: U.S. Department of Health and Human Services, 
2002. 

HRSA, HAB. Consumer Digest for the CARE Act. Rockville, MD: 
U.S. Department of Health and Human Services, 2002. 
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Introduction 

One of the greatest challenges in planning an HIV/AIDS service delivery system under 
the CARE Act is managing the diversity and representative planning process required by the 
legislation. Managing a multicultural process can be approached on two levels: organizational and 
individual membership. On the former, this entails attention to planning processes like meeting 
rules and policies. Individually, approaches to recruitment of new members and orienting them 
once they join can enhance a smoothly functioning planning group. The ideal outcome, of course, 
is creation of programs that better meet the diverse needs of persons living with HIV disease 
(PLWH). 

Legislative Background 

Consortia Requirements 
Section 2613(a)(1) of the CARE Act defi nes a consortium as “an association of one or more 

public, and one or more nonprofi t private, (or private for-profi t providers or organizations if such 
entities are the only available providers of quality HIV care in the area) health care and support 
service providers and community based organizations operating within areas determined by the 
State to be most affected by HIV disease;” 

Section 2613(c) requires a consortium to submit an application to the State that, in part:

“(A) demonstrates that the consortium includes agencies and community-based 
organizations—

(i) with a record of service to populations and subpopulations with HIV disease requiring care 
within the community to be served; and

(ii) that are representative of populations and subpopulations refl ecting the local incidence of 
HIV and that are located in areas in which such populations reside;” 

5 Section VI

Managing Diversity
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Section 2613(c) requires a consortium to submit an application to the State that, in part:

“(B) demonstrates that the consortium has carried out an assessment of service needs within 
the geographic area to be served and, after consultation with the entities described in paragraph 
(2), has established a plan to ensure the delivery of services to meet such identifi ed needs that 
shall include [in part]—

(iv) assurances that the assessment of service needs and the planning of the delivery of services 
will include participation by individuals with HIV disease;” 

“(2) Consultation.—In establishing the plan required under paragraph (1)(B), the consortium 
shall consult with—

(A)(i) the public health agency that provides or supports ambulatory and outpatient HIV-
related health care services within the geographic area to be served; or

(ii) in the case of a public health agency that does not directly provide such HIV-related health 
care services such agency shall consult with an entity or entities that directly provide ambulatory 
and outpatient HIV-related health care services within the geographic area to be served;

(B) not less than one community-based organization that is organized solely for the purpose of 
providing HIV-related support services to individuals with HIV disease;

(C) grantees under section 2671, or, if none are operating in the area, representatives in the 
area of organizations with a history of serving children, youth, women, and families living with 
HIV; and

(D) the types of entities described in section 2602(b)(2).

The organization to be consulted under subparagraph (B) shall be at the discretion of the 
applicant consortium.” 

State Requirements 
Section 2617(a) requires States to submit Title II applications that contain requirements 

outlined in the legislation and the annual program guidance. Section 2617(b) requires applications 
to contain [in part]:

“(5) an assurance that the public health agency administering the grant for the State will 
periodically convene a meeting of individuals with HIV disease, representatives of grantees 
under each part under this title, providers, and public agency representatives for the purpose of 
developing a statewide coordinated statement of need; and

(6) an assurance by the State that—

(A) the public health agency that is administering the grant for the State engages in a 
public advisory planning process, including public hearings, that includes the participants under 
paragraph (5), and the types of entities described in section 2602(b)(2), in developing the 
comprehensive plan under paragraph (4) and commenting on the implementation of such plan;” 
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The Challenge 

Membership in a planning body should refl ect the demographics of the HIV/AIDS epidemic 
at the local level. This requires active recruitment of people who represent diverse perspectives, 
such as race, culture, ethnic background, gender identity, sexual orientation, age, class, 
education, economic level, geography, risk for HIV, and physical ability. Also essential is securing a 
membership refl ective of different sectors and organizations in the community. 

Recruiting the range of people that comprise an appropriately diverse planning body is most 
certainly challenging. Further, learning to communicate within a diverse environment means 
understanding that there will be differences among people in the following areas: 

• Attitudes and values

• Social organization

• Patterns of thought

• Role assignment

• Language

• Use and organization of space

• Time concepts, and

• Nonverbal expression. 

Understanding what those differences mean and how they manifest in the behaviors of 
participants is another step in managing diversity. Integrating diverse values, norms, vocabulary, 
and rules into the activities of the group further moves everyone along the spectrum toward 
multicultural competency. 

Multicultural Competence Continuum 

Developing multicultural competence helps you to communicate and to interact effectively 
and positively with diverse individuals and groups in a diverse society. The multicultural 
competence continuum below shows a series of steps that defi ne levels 
of awareness, sensitivity, and competence in dealing with people of various cultures. 

Cultural Destructiveness   
Making people fi t the same cultural pattern, and excluding those who do not fi t; forced 

assimilation. Emphasis on using differences as barriers. 

Cultural Blindness
Not seeing or believing there are cultural differences among people; “everyone is the same.” 



Section VI: Planning Bodies
Chapter 5: Managing Diversity

50 RYAN WHITE CARE ACT TITLE II MANUAL

Cultural Awareness  

Being aware that we live and function within a culture of our own and that our identity is 
shaped by it. 

Cultural Sensitivity   

Knowing that there are cultural differences and understanding and accepting different cultural 
values, attitudes, and behaviors. 

Multicultural Competence   

Having the capacity to communicate and interact effectively with culturally diverse people, 
integrating elements of their culture, vocabulary, values, attitudes, rules, and norms. Translation 
of knowledge into action. 

Defi nitions become critical as groups attempt to understand their diversity. We all have values, 
act on stereotypes, hold prejudices and—usually unwittingly— practice discriminatory behavior. 
The key is acknowledging the existence of values, stereotypes, prejudices, and discrimination, and 
then being willing to change. 

The following defi nitions are offered as a place to begin: 

Values  are established and accepted ideals, customs, and standards for deciding right 
and wrong, or deciding whether behavior is proper or improper. 

Stereotypes  are standardized and usually (but not necessarily) negative mental pictures of a 
group of people, representing an oversimplifi ed opinion, attitude, or judgment. 
They result from limited contact with those we perceive as different and are an 
expression of our even more limited knowledge and understanding of what 
they are like. Stereotypes involve generalizations. 

Prejudice  involves negative views or beliefs about a group of people that refl ect the 
formation of an opinion without taking the time to judge fairly. Prejudices are 
often the result of stereotypes. 

Discrimination  is behavior in which people are treated negatively because of specifi c cultural or 
diversity characteristics. 

The following are basic steps in successfully managing diversity: 

• Accept that there are differences

• Learn exactly what those differences are and how they manifest themselves

• Move beyond being aware and sensitive to the differences and start respecting and valuing 
them, and

• Integrate the differences into models, structures, policies, and procedures that are comfortable 
and appropriate for all participants, at all levels of the Title II process. 
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Culturally Competent Organization 

A planning body should examine all aspects of its organization in terms of embracing and 
promoting diversity. Commitment to a diverse membership means that all aspects of the way the 
planning body conducts its business should be examined for how well they foster the comfort of 
all participants. If one culture or group’s values dominate, the membership tends to refl ect only 
that one group or culture. Other cultures and groups do not feel comfortable, do not participate, 
do not feel valued, and are often treated as tokens. All aspects of a planning body should 
refl ect the values and norms of its diverse membership, from the way meetings are run to the 
language used to write policies and procedures. Diversity will not happen simply because diverse 
participants are invited to attend a meeting. The culture of the group must refl ect commitment to 
competently managing diversity. All parts of the planning body must be examined and changed 
when necessary to create an environment that promotes a diverse team. The make-up of the 
group will ultimately refl ect the quality of the resulting planning and programs. 

The following elements need to be examined for cultural competency: 

• Membership recruitment

• Orientation of new members

• Meeting locations and times

• Meeting process and rules of interaction

• Leadership

• Committees, and

• Policies and procedures documents. 

Below is a list of questions for each of these areas that can be used as a checklist to evaluate 
how well diversity is being managed. 

Membership Recruitment 
Assess the cultural competency of membership recruitment by asking the following: 

• Is there a formal policy for recruiting members which refl ect the diversity in the community?

• Is the committee that is responsible for membership recruitment diverse enough?

• Have key contacts and leaders from all the targeted communities been identifi ed and 
contacted?

• Have the different community leaders been asked specifi cally about the best way to solicit 
input and new members from their communities?

• Is there a membership recruitment plan which has been used by the consortium?

• Does the membership recruitment plan offer different strategies for reaching each targeted 
community?

• Are the outreach materials culturally and linguistically appropriate? 
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Orientation of New Members 
Examine the cultural competency of new member orientation by asking the following 

questions: 

• Is there a formal interactive orientation as well as written materials?

• Is there a mentoring program?

• Are the written materials culturally and linguistically appropriate?

• Are specifi c roles, responsibilities, and member job descriptions identifi ed and articulated?

• Is the orientation conducted by members who are culturally competent? 

Meeting Locations and Times 
A failure to consider the needs of all members when setting meeting locations and times can 

limit the full participation of some. To determine how well diversity is being managed in terms of 
meeting arrangements, ask the following: 

• Are the meetings held in locations that are comfortable to all participants?

• Are the meeting times appropriate to the most diverse membership possible? 

Meeting Process and Rules of Interaction 
Formal and informal ways of interacting at meetings and around decision making should be 

examined to make sure all members are comfortable with procedures and expectations. Ask the 
following: 

• Are the meeting rules clearly understood by all members?

• Is the meeting process simple, written down, and understood by all members?

• Do members have the opportunity to be involved in discussions about any changes in the 
meeting process?

• Is the meeting process periodically evaluated by the members?

• Are the methods of changing the meeting process clearly communicated in writing?

• Is the meeting environment friendly and open?

• Is the style of running the meetings comfortable to most participants?

• Are all members comfortable with the way decisions are made? 

Leadership 
A culturally competent approach to leadership aims to open leadership positions to a diverse 

set of members. Ask the following questions: 

• Is there a formal leadership development or mentoring program that specifi cally encourages 
diversity?
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• Are leaders offered training?

• Has shared leadership been considered to encourage diversity (e.g., co-chairs or chair-elect)? 

Committees 
Committees must be open and accessible to diverse membership in order to foster the cultural 

competence of the whole group. Ask the following questions: 

• Is committee leadership by members from diverse communities encouraged?

• Do committees meet in locations and at times that are comfortable for all members?

• Do committees welcome members who are not members of the consortium?

• Is the mission of the committee clearly understood by all members?

• Are all committee members given specifi c tasks to perform?

• Is there a committee workplan to meet its goals and objectives? 

Policies and Procedures Documents 
Written policies and procedures refl ect how well the group incorporates diversity. The 

following questions can be asked: 

• Are the policies and procedures written in a straightforward style?

• Do all members have the opportunity to participate in the development and approval of any 
changes in the policies and procedures?

• Do all members have a complete set of all the policies and procedures?

• Is the method for making changes in policies and procedures clearly understood by all 
members?

• Are the policies and procedures periodically evaluated?

• Are the policies and procedures followed? 

Approaches for Individuals in Groups with Diverse Membership 
The following are some ways individual members can learn to work together as part of a 

diverse team: 

• Pay attention to what others are saying to you.

• If someone is bothered by the actions of another group member, look for a way to address his 
or her concerns and resolve the problem.

• Treat everyone with the same level of respect, showing your recognition that everyone has 
equal rights.

• Learn about and welcome diversity; if your initial reaction to differences is negative, ask 
yourself if that reaction is due to fear of the unfamiliar.



Section VI: Planning Bodies
Chapter 5: Managing Diversity

54 RYAN WHITE CARE ACT TITLE II MANUAL

• Do not engage nor condone intolerant behavior within the group; do not make jokes or 
stereotype individuals, and do not permit others to do so.

• Verbally and publicly support other members of the consortium in situations where outsiders 
fail to show respect.

• Discuss problems and try to explain your perspective; do not ignore concerns or problems.

• Talk about problems and concerns directly with the other person(s) involved, not behind their 
backs.

• If you cannot resolve a problem directly, seek a mediator.

• Do not make excuses if you are having trouble getting along with someone different from you.

• Ask for help. 

R E F E R E N C E S  

Mosaica: The Center for Nonprofi t Development and 
Pluralism, for The Corporation for National Service 
Training and Technical Assistance Unit. “Diversity and 
Multiculturalism.” Starting Strong: A Guide to Pre-Service 
Training.” August 1996. 
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Introduction 

Many of us have been socialized to feel that confl ict is bad and to be avoided at all costs. 
In fact, respectful confl ict can benefi t planning in the course of bringing together different 
perspectives. Too much agreement may signify a group’s failure to fi nd creative solutions or 
recognize emerging challenges. It may mean that people are not voicing their concerns. When 
agreements come too easily, it may mean that fi nal decisions do not really have the commitment 
of the entire group. 

Confl ict is a necessary state in participatory planning. Group members must hear one 
another’s differences before they can perform as a team. However, confl ict that is not managed 
can result in such consequences as high membership turnover and inadequate service planning 
that reduces the quality of care provided. Confl ict that is well managed can encourage both 
cooperation and constructive confl ict within an environment that respects open dialogue—and 
the confl icts that will inevitably arise. Helpful confl ict management tools include policies and 
procedures, effective leadership, diversity of membership, and mutually agreed-upon ground rules 
for interaction. 

If confl ict management activities do not work, outside mediation can be used or, if that fails, 
binding arbitration. However, mediation and arbitration can be very costly. Every member must 
take responsibility for helping manage confl ict and, as such, should not let high levels of confl ict 
harm the group’s ability to develop a plan for HIV/AIDS care. 

6 Section VI

Managing Confl ict
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Areas of Confl ict in Consortia and Planning Bodies 

Confl ict may arise most often over the following matters: 

• Where, when, and how meetings are conducted

• Actual or perceived differences in values, interests, and personal styles (e.g., discrepancies 
in work output, commitment to service delivery, defi nitions of services, styles of expressing 
anger, frustration, discomfort and disagreement; differences in cultural backgrounds, sexual 
orientation, race, and class give rise to confl ict and misunderstanding)

• Selection of service priorities

• Interpretation of needs assessment results

• Allocation of funds and choices of subcontractors

• Staffi ng decisions

• Roles, responsibilities, and relationships with lead agency and the State

• Client grievances, and

• Monitoring and evaluating provider organizations. 

Actions That Promote Unproductive Confl ict 
The following actions may lead to unproductive confl ict: 

• Wanting to be right at all costs

• Believing there is only one way (your way)

• Poor listening skills

• Placing blame versus focusing on solving the problem

• Attacking people or agencies viewed as potential competitors as opposed to attacking 
problems

• Dredging up historical issues and failing to focus on the current moment and future plans 

• Stereotyping people

• Presuming to know what others think before they have a chance to speak

• Not being open and honest

• Letting a few people dominate a meeting

• Not sharing the same information with everyone

• Letting ego, power, status, etc. get in the way

• Not acknowledging that every member needs something from the process

• Refusing to take personal responsibility for one’s own confl ict-handling style

• Lacking understanding and/or appreciation of different communication styles

• Engaging in power plays, and

• Indulging in rivalries. 
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Determining Your Confl ict Style 

People deal with confl ict in a variety of ways. Understanding how individuals deal with confl ict 
will help the group manage confl ict because—ultimately—the only person whose behavior 
you can change is your own. Described below are three ways that confl ict is typically handled: 
avoidance, confrontation, and collaboration. Note these styles are not mutually exclusive. Most 
people possess the capacity for exhibiting more than one style. 

Style #1: Avoidance 

Some people will do anything to avoid confl ict. They will agree simply for the sake of harmony 
and even hold back their own good ideas. Sometimes avoidance is caused by a fear of emotional 
confrontation that stems from beliefs about human behavior such as “It’s not nice to fi ght” and “If 
you don’t have something good to say, don’t say anything at all.” Acting on these beliefs, people 
who avoid confl ict are less productive than they can be. 

Successful groups create an atmosphere where all feel comfortable expressing their ideas and 
opinions without fear of ridicule or criticism. One way to draw out members who avoid confl ict is 
to take the time to make sure everyone speaks before an important decision is made. The results 
will be better solutions to problems, higher quality decisions, and everyone’s commitment to 
support the decision. 

Style #2: Combative 

This style is the exact opposite of the fi rst. Combative people give their opinions, ideas, 
suggestions, and comments very quickly, often without thinking about the consequences. They 
are passionate and direct with their words so you always know where they stand, but they are 
so abrasive that people get offended by what they say and, especially, how they say it. Being 
combative may come across as being mean and uncaring when, in fact, the person may have very 
good intentions. The consequence of this style is that other members become fearful of saying 
anything that might be ridiculed or criticized. As other members say less, a combative person 
begins to dominate. After a while, members begin to resist the combative person’s ideas, even the 
good ones. 

Successful groups help combative people become more aware of their style and its 
consequences. Making sure the group hears everyone before making a decision is helpful. So is 
setting time limits so each speaker has only a certain amount of speaking time and one person 
doesn’t dominate. Combative people need help in seeing that their style causes win-lose games, 
which is the opposite of what they want, and that actually they can achieve more by choosing 
their words more carefully, weighing consequences before they speak, and listening more than 
they talk. 
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Style #3: Collaborative 

A story frequently told in negotiation seminars is of two girls fi ghting over the same orange. 
Their mother intervenes and cuts the orange in half. The fi rst girl throws away the orange peel and 
eats the fruit. The second girl throws away the fruit and uses the peel to bake a cake. If the two 
girls had collaborated, they would have seen that underneath their confl ict were needs that were 
not in confl ict. Collaborative people don’t assume that there has to be both a winner and a loser. 
Instead, they communicate with the people they are in confl ict with and, eventually, come to a 
mutually agreed-upon solution with which both parties can live and even thrive. 

A collaborative member does not avoid confl ict, but also does not create it unnecessarily. 
Members must learn to be collaborative and work through confl ict to arrive at win-win solutions 
because win-lose solutions leave hurt feelings that hinder the members’ ability to work together 
and prevent the arrival at outcomes that are best for all parties. 

Strategies to Manage Confl ict 

Creating an atmosphere conducive to open and honest discussion and respect for diverse 
viewpoints is the best way to prevent confl icts from degenerating into destructive rivalries and 
power plays. Helpful activities include the following: 

• Establish ground rules

• Ask each member to talk about his or her needs

• Do not avoid confl ict

• Facilitate open communication

• Create written policies and procedures for confl ict management

• Use mediation

• Use arbitration, and

• Check with your grantee. 

Each of these activities is discussed below. 

Establish Ground Rules 

Ground rules, agreed upon by all participants and reviewed at the beginning of every 
meeting, promote effective communication during meetings. Useful ground rules may include the 
following: 

• One person speaks at a time; others listen and do not interrupt.

• Each person speaks for himself or herself, using “I;” don’t claim to speak for others.

• Be polite. It’s acceptable to disagree, but do so respectfully. Insults and accusations are 
unacceptable.

• Observe confi dentiality within established policies.
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• Share group time fairly. Allow everyone a chance to speak and listen.

• Be open to listening to and learning from others’ viewpoints.

• When the group is locked in confl ict, agree to stop the agenda and brainstorm creative 
options.

• Refer to written policy and procedures for handling confl ict that cannot be resolved in a 
regular meeting.

• Allow adequate agenda time for particularly sensitive issues. Make sure that each person has 
time to discuss all aspects of the issue without unrealistic time constraints being imposed.

• Clarify who will monitor group interactions for compliance with the ground rules and agree to 
what happens to repeat offenders. 

Ask Each Member to Talk About His or Her Needs 

Every member is there for a reason. Whether they are consumers who want to ensure quality 
services for themselves and their friends, or service providers who want to secure funding, all 
members need something from their participation in the process. This is not wrong or bad. One 
of the great myths of the planning process is that everyone must be there for altruistic reasons 
that have nothing to do with personal needs, desires, and wants. Encouraging everyone to be 
up-front with their needs will not only help dispel this myth (e.g., a service provider should never 
need to apologize for wanting to secure funds to provide services) but will help minimize the 
number of hidden agendas that lead to unproductive confl ict. This could be done annually as part 
of the formal disclosure process to comply with confl ict of interest policies and procedures (see the 
chapter on confl ict of interest in this manual). Simply ask members: “What do you need from this 
group?” or “What do you want to get out of your membership?” 

Do Not Avoid Confl ict 

Acknowledge that differing points of view exist and that confl ict is a natural part of the 
discussion process. Do not attempt to avoid confl ict or sweep it under the carpet when it surfaces, 
but be careful to defi ne the confl ict. The more specifi cally the problem is defi ned, the more 
suitable the solution is likely to be. The group should also distinguish between the issues and the 
individuals involved in the confl ict. When confl ict fl ares up, attempt to address and resolve it. If 
you must move ahead to other matters, make sure to return to the issue at a later date. 

While acknowledging and dealing with confl ict is important, it is also imperative to be 
careful that the confl ict is appropriate. Some issues belong in other forums but are brought to 
the planning group because that process is often seen as more open. The mission should be 
clearly understood by all participants and, when issues outside their mission are brought forward, 
members need to refer the issue to a more appropriate forum. For example, if the consortium 
does not have responsibility for HIV/AIDS education and prevention planning under the Centers 
for Disease Control and Prevention’s (CDC) Prevention Community Planning Group initiative, then 
discussion regarding confl ict with a provider’s education/prevention program is inappropriate, 
even if the provider also handles a funded CARE Act program. 
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Facilitate Open Communication 

Facilitate the expression of opposing views by providing ample opportunity for their advocates 
to speak and to listen to each other. A process that is always hurried and driven by a need to move 
quickly almost always promotes unproductive confl ict. Slow the process down when the decisions 
on the table are critical (e.g., during the annual priority setting process). As a fi rst step toward 
proposing alternative solutions and attempting to reach a negotiated agreement, encourage 
each party to restate the other’s arguments to clarify any misinterpretations or misunderstanding. 
Understand that differences in experience, culture, class, gender, and personality infl uence how 
confl ict is expressed. An effective chair or facilitator can facilitate the process of negotiation and 
help reach a solution that allows all parties to feel they have gained from the process, rather than 
that some people won and some people lost. 

Create Written Policies and Procedures for Confl ict Management 

A written policy describing the mechanism for addressing and resolving internal disagreements 
may help in situations that cannot be resolved in ordinary group meetings. These policies should 
defi ne what constitutes a confl ict, how it should be resolved, what qualifi es it as irresolvable, and 
what the next steps will be. 

A sample policy could read: “A confl ict could be defi ned as occurring when there is a 
designated percentage split between the voting members. If the confl ict is unresolved after two 
meetings, an outside mediator will be requested. If mediation does not resolve the confl ict to the 
satisfaction of both factions, or parties, then binding arbitration will be utilized.” 

Use Mediation 

A mediator is an unbiased third party experienced in confl ict resolution techniques. A mediator 
should be used to manage confl ict situations that have reached an impasse and threaten to disrupt 
or delay decision making or disbursement of funds. The mediator does not decide who is right 
and wrong and does not tell the parties what to do. Instead, the mediator requires both parties to 
adhere to a step-by-step process that often facilitates a consensus agreeable to both parties. (For 
more on mediation, see the grievance procedures chapter in this manual.) 

Use Arbitration 

In arbitration, the confl icting parties agree to a formal hearing before a neutral arbitrator or 
panel. All parties make a binding agreement to honor the decision of the arbitrator. Arbitration 
involves an initial agreement to arbitrate, preparation of the case, a pre-hearing conference to 
clarify procedures, a hearing, review of evidence, and the decision. (For more on arbitration, see 
the grievance procedures chapter in this Manual.) 

Check with Your Grantee 

Disputes that advance to requiring mediation and/or arbitration, especially if they involve 
funds, could be taken out of the group’s hands. A consortium may not have the authority to make 
fi nal decisions about when and how to take steps beyond the consortium’s dispute resolution 
process. This level of confl ict management should be addressed with the grantee and could 
depend upon State law or contract provisions with the consortium or lead agency. Many grantees 
have language regarding confl ict resolution in their guidance. 
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Introduction 

The CARE Act allows States to use consortia to guide the development of Title II HIV/AIDS 
services and requires them to utilize a public planning process to develop their comprehensive 
plans. Inclusion of broad membership, including providers of HIV/AIDS services and recipients 
of HIV services, is required. In mandating membership from individual or organizational 
representatives with direct personal or professional expertise related to HIV/AIDS services, 
Congress has built a confl ict of interest challenge into consortium and planning operations. 

Confl ict of interest occurs when an appointed or voting member has a direct or indirect 
fi duciary or other personal or professional interest in a decision or in the outcome of a vote. 
Confl ict of interest also occurs when members use their positions for purposes that are—or appear 
to be—motivated by pursuit of private gain for themselves or their families, friends, or business 
associates. 

The greatest challenges in confl ict of interest occur when members are funded service 
providers who actively participate in all aspects of the planning process. Planning activities that 
may breed confl ict of interest include:

• Prioritization of services

• Selection of service providers, and

• Funding decisions (i.e., sole source, RFA (Request for Application) or RFP (Request for 
Proposals). 

Because many Title II grantees have designated consortia as responsible for not only the 
prioritization of service needs but the actual selection of service providers, management of confl ict 
of interest is essential. (Note: Not all consortia have responsibility for services procurement.) 

To minimize the negative impact of confl ict of interest, processes must be open and based on 
clear policies, which include: a defi nition of confl ict of interest, a method of disclosure of confl ict 
of interest, a duration that a confl ict of interest disclosure is effective, and a method or methods of 
resolution when a confl ict of interest action arises that violates policies and procedures. 

7 Section VI

Confl ict of Interest
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Defi ning Confl ict of Interest 

Confl ict of interest is most often defi ned as an actual or perceived interest by a member 
in an action that results in, or has the appearance of resulting in, personal, organizational, or 
professional gain. Any action which could be seen as an attempt to infl uence the process for 
personal, organizational, or professional gain should be included in a defi nition of confl ict of 
interest. This bias, or appearance of bias, in the decision making process would refl ect the dual role 
played by many members, who in addition to serving on the planning body are often affi liated 
with other organizations, either as an employee, a member, a board member, a volunteer, or in 
some other capacity. 

Safeguards are needed to prevent members and employees from using their positions for 
private gain. The best way to establish safeguards and manage confl ict of interest is to develop a 
defi nition of confl ict of interest and a plan to manage it. This plan should include specifi c actions 
to be taken when someone violates confl ict of interest policies. 

Most States and local governments have confl ict of interest standards in place, which can be 
reviewed to determine if they govern the activities of the planning body or can be adopted for this 
purpose. 

Areas Where Confl ict of Interest Can Happen 

The potential for confl ict of interest is present in all planning processes: needs assessment, 
comprehensive plan development, priority setting, allocation of funds, and evaluation. In 
particular, priority setting and allocation of resources should be kept separate from those actions 
that procure services and select service providers. Some consortia have implemented policies that 
allow a lead agency to coordinate processes but not apply for Title II funding. However, many 
have limited resources and members, making this recommendation diffi cult to apply. 

Following are confl ict of interest considerations for specifi c areas: 

Membership. In most instances, confl ict of interest does not refer to PLWH whose sole 
relationship to a Title II-funded provider is as a client receiving services or serving as an 
uncompensated volunteer. However, PLWH, like other planning body members, should not be 
involved in decisions that can affect entities in which they have a fi nancial interest or a governance 
responsibility. Examples of fi nancial interest include being offi cers, employees, or paid consultants 
to Title II provider agencies or to the administrative agency that administers that Title II grant. 

Expectations should be clearly defi ned for members who represent a community. A good 
planning process gathers diverse perspectives. However, the role of a representative should be 
communicated clearly, including a job description stating how the representative is expected 
to communicate with members of the community they represent. This would help deal with a 
problem where PLWH either come with a personal agenda or advocate for a particular service 
provider. 
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Members who have more than one role need to clearly identify the perspective they are 
representing in their membership. A good example of this is the member who is an employee 
of a funded provider, is a PLWH, and is a member of a community of color. Which perspective 
do they represent? The goal of a diverse, well-represented planning process should be to have 
more perspectives represented by more members, not fewer members trying to represent all the 
perspectives necessary to make truly informed decisions. 

Leadership. Many groups do not allow the sole Chair of the planning group to be an 
employee of the State, the lead agency, or a funded provider. Some use a Co-Chair structure, 
where, on all matters, at least one Chair must not be in confl ict of interest according to the 
defi nition. Some groups do not allow employees of the lead agency or grantee to be voting 
members. 

Needs Assessment. An actual or perceived confl ict of interest can occur in conducting the 
needs assessment and using its results in preparing the comprehensive plan and conducting 
priority setting and resource allocation. Confl ict of interest can emerge at the following decision 
points of the needs assessment process: 

• How to conduct a needs assessment

• Which groups to survey

• What questions to ask

• How to phrase the questions

• How to interpret the results

• How to review external data, such as epidemiologic data

• Which data to use, and

• Which results to implement. 

A good needs assessment contains input from consumers and providers, as well as those 
beyond currently funded providers. As such, examples of confl ict of interest regarding input into a 
needs assessment process might include the following: 

• A provider convinces the consortium to overemphasize the input of its own clients,

• A provider representative determines which agency clients should be targeted for the needs 
assessment; and 

• The needs assessment consists of soliciting the opinions of members only. 

Priority Setting and Resource Allocation. Examples of confl ict of interest in priority setting 
include the following: 

• Failure to use the consortia’s criteria to set priorities and instead advocating for one’s own 
interests

• Choosing to fund services that do not match the needs identifi ed in the needs assessment, and

• Setting priorities based on who was the most vocal at the priority setting meeting. 
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When setting priorities, look at the big picture—the continuum of care—rather than individual 
categories of funding. An overall plan minimizes the chances for any single group to dominate. 
The setting of priorities should fl ow from the results of the needs assessment, not from the 
individual interests of members. 

Funding decisions should refl ect changes in the local epidemic and in meeting the service 
gaps and unmet needs of PLWH in their region, including those persons not in care. In justifying 
priorities, discuss the availability of other funding sources to lessen the need for Title II funding 
of a particular service and reduce duplication of effort. Priorities should seem reasonable to an 
objective viewer. 

Comprehensive Plan. In the comprehensive plan, confl ict of interest can lead to problems 
such as the following: 

• Inadequate planning for underserved populations and subpopulation groups

• Lack of follow-through with the results of needs assessments, and

• An ineffective planning process which results in a service delivery system not fully responsive to 
a changing epidemic. 

For effective planning, develop a structure for planning that includes specifi c steps in the 
development of a plan and a timeline for implementation. A clearly defi ned planning process 
prevents persons or organizations with confl icts of interest from directing the process in a biased 
or unfair way and helps ensure that a plan is followed. 

Evaluation. Consortia are responsible for evaluating their own planning process and their 
cost effectiveness in meeting the needs identifi ed by their needs assessment. The results of this 
evaluation should be used to improve the consortium’s ability to plan and deliver high quality, 
cost-effective services to meet the needs of PLWH in their communities. States are required to 
assess the effi ciency of the administrative mechanism for rapidly allocating funds to areas of 
greatest need in the State. However, confl ict of interest can infl uence: 

• The extent to which evaluation is conducted

• How it is conducted

• Who can conduct it

• What the results are, and 

• How the results will be used. 

Confl ict of interest can lead to a stagnant process where the status quo is maintained with no 
real evaluation of effi ciency and effectiveness. 
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Techniques for Managing Confl ict of Interest 

Groups should employ a variety of strategies to minimize confl ict of interest and its potential 
adverse effects, such as keeping members self-aware of the potential for confl ict of interest and 
using procedures that can minimize or address confl icts. Examples are as follows. 

Disclosure Forms. Many groups require members to complete forms that identify any 
potential confl icts. The form might include all of the following:

Relationships the member has to an organization that could benefi t from an action by the 
planning body, including the nature of the confl ict (i.e., the person or organization that can 
benefi t from the action). 

• The relationship that causes the potential confl ict of interest.

• The duration of the affi liation that may cause confl ict of interest. 

• What actions will be used to resolve a confl ict of interest situation. 

Members might be required to declare their potential confl icts of interest annually, semi-
annually, or even at every meeting. Sometimes disclosure is specifi cally required any time 
discussion or decision making involves an entity or situation in which the member has a real or 
perceived confl ict of interest. Disclosure forms should be updated routinely to maintain accurate 
information. (A sample disclosure form is attached to this chapter). 

Reminders of Potential Confl ict of Interest. Among other actions that may be useful in 
increasing member awareness of confl ict of interest are the following reminders: 

• Provide a matrix of members and their confl icts of interest at every meeting 

• Provide members with the planning body’s mission statement to remind them of the purpose 
of their work.

• Require members to sign a declaration of commitment to the purposes of the planning body. 

Input During Meetings. Orderly processes that can reduce confl ict include allowing for 
regular input from planning body and community members at meetings. Requests for time to 
comment on concerns should be submitted in advance of meetings and the time allocated should 
be limited, while allowing for diverse expression and full debate. 

Other Forums for Input. Input beyond the membership can include consumer caucuses, 
provider caucuses, support groups, and ad hoc committees to get input at each step of the 
process. 

Clear Processes With Open Participation. Processes that are well defi ned and open to the 
public protect the interests of all members. Included in those processes should be avenues for 
broad and balanced input from a variety of sources. The needs assessment process, for example, 
must include input from providers and consumers and should not be dominated by a particular 
group. Similarly, comprehensive planning activities should be based on a clear structure and 
process that identifi es action steps, timelines, and specifi c roles and responsibilities. Perhaps 
most important, the setting of priorities must fl ow from the results of the needs assessment and 
comprehensive planning process. 
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Memorandum of Understanding Between Planning Body and Grantee. This document can 
outline duties of each entity and the roles of particular staff so that expectations are clear. 

Member Term Limits and Staggered Terms. This can allow for new voices to be heard. 

Confl ict of Interest Standards. Successful resolution of confl ict of interest situations requires 
adoption of confl ict of interest standards and their routine application in planning body decisions. 
Such standards should be outlined in the planning body’s bylaws. The planning body needs 
to decide what it considers to be a fair and practical method to manage and resolve confl ict of 
interest issues, recognizing that no solution is perfect. Confl ict of interest cannot be fully prevented 
or resolved; it can be managed consistently and fairly. Specifi c standards include the following: 

• Prohibit those with a potential confl ict of interest from voting on issues relating to a particular 
organization or category of service. 

• Ask anyone with a potential confl ict of interest to leave the room during the discussion of that 
category of service or organization as well as while a vote is being taken. If the exclusion of a 
sizable portion of the membership results in too few members voting, the group may decide 
to allow one person or a number of persons representing that service to participate in both 
the discussion and the voting. (Whatever the size of the region or the mission of the group, 
the same principles apply. The fewer the participants, the more methods must be used that 
tap into the opinions of other groups in the community, like a PLWH caucus or other planning 
groups. The more coordination between groups, the better the planning process for all.) 

• Assign a co-chair, committee, of the lead agency to review all confl ict of interest concerns. 
Authorize any member to make a request for review of a perceived confl ict of interest; defi ne 
the process of review in writing, establishing timelines so that any review is undertaken in 
an expeditious manner; and establish policies for dealing with members who engaged in a 
confl ict of interest and/or refused to cooperate in a confl ict of interest review. 

Grievance Procedures. In cases where a confl ict of interest evolves into a dispute, the 
planning body may need to turn to grievance procedures to resolve the situation (See the chapter 
on grievance procedures in this section). 

Contracting. Objective review committees funding applications should be composed of 
persons who are not involved in any way with the applicant organizations. The criteria for review, 
the process of selection, and the appeal process should be published beforehand. 
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R E F E R E N C E S  

Health Resources and Services Administration, HIV/AIDS 
Bureau, Division of Service Systems. TA Topics #1: Managing 
the Confl ict of Interest Challenge. November 1994. 

SOME SPECIAL SITUATIONS

In small and very remote places where there are few providers, there may 
be no question as to who will provide a particular service. The group should 
proceed in its deliberations but, at the same time, remain aware that its 
decision not to change the delivery of certain services may be related to 
protecting its members own interests. In the situation where the group 
feels there is only one possible provider for a service, the services evaluation 
process becomes critically important. 

In States where contracting requirements mandate a competitive 
bidding process, consortia should consult with their grantees about such 
requirements before assuming that they can award a sole source contract. 
Many States will allow exceptions when certain criteria are met, but 
consortia must meet their State requirements for contracting. In any event, 
awareness of a potential conflict of interest keeps everyone alert as to the 
factors that influence decision making. 

Some groups share expertise across regions in order to bring fresh ideas to 
their planning. For example, some consortia are encouraged to assist each 
other not only in planning but in the RFP and allocation process. People with 
expertise in case management sit on the review panel for another area’s 
case management RFP.
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Introduction 

There are several sources from which a Title II planning body or grantee may receive 
grievances. Examples include decisions made by consortia, issues raised by patient advocates, the 
results of case management and quality assurance reviews, and complaints raised in open forums. 

Ideally, the best way to deal with grievances is to prevent them by using clear decision-making 
processes, making decisions in public view, and using a variety of informal methods to resolve 
potential problems early on. Informal methods can save time and help build positive relationships 
between consumers and planning body members. When grievances cannot be resolved in 
this manner, more formal procedures can provide an orderly and fair process for addressing 
dissatisfactions. Well-crafted grievance procedures include both informal mechanisms (e.g., dispute 
prevention, opportunities to ask questions about decision making criteria) and formal methods 
(e.g., non-binding and binding arbitration). 

HAB/DSS Expectations 

While Title I is legislatively mandated by the CARE Act to establish a grievance process with 
respect to funding decisions, Title II grievance procedures are not specifi cally required by the 
CARE Act or HAB/DSS. However, Title II grantees and consortia are strongly encouraged to have 
grievance procedures in place. 

Each Title II grantee and consortium should have a written set of procedures for resolving 
grievances. Having a grievance process in place provides an orderly and fair process for 
addressing dissatisfactions. A grievance process also deters individuals from airing their complaints 
inappropriately. 

HAB/DSS has developed model grievance procedures to guide local efforts in adequately 
addressing potential grievances. Many localities had such procedures in place long before CARE 
Act requirements. Areas are urged to use or adapt them. There should be periodic local review of 
grievance procedures and their implementation to ensure that grievances are being resolved in a 
timely and appropriate manner. 

8 Section VI

Grievance Procedures
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Steps in Dealing with Grievances 

The best way to deal with grievances is to avoid them through various dispute prevention 
measures. When grievance cases arise, steps under the below Model Greivance Procedures should 
be followed. First steps should involve non-binding negotiations. For cases that cannot be resolved 
in this manner, subsequent steps should be undertaken, with binding arbitration as a last resort. 

Dispute Prevention 
Disagreements can be minimized through dispute prevention, which entails creating a climate 

of cooperation and open decision making. Dispute prevention measures (which are not a part of 
the grievance process itself) should be incorporated into bylaws and operating procedures. They 
include, but are not limited to: 

• Clear written statements on how decisions are made. 

• Open communication during the grantmaking process, allowing groups to obtain clarifi cation 
and an understanding of criteria used. 

• Opportunities for interested parties to provide feedback on ways to improve the decision-
making process.

• Training on ways to make the decision making process inclusive.

• A designated advocate or ombudsman on staff or on call to work internally with questions or 
concerns.

• Confl ict of interest policies and procedures. 

Model Grievance Procedures 
The following model grievance procedures outline minimum elements that might be 

addressed in local grievance procedures. They include: 

1. Who may bring a grievance 

2. Types of grievances covered 

3. Non-binding procedures for resolving confl icts

4. Use of binding arbitration for confl icts that cannot be resolved using non-binding procedures, 
and

5. Rules governing the grievance process 

Each element is described below. 

1. Who May Bring a Grievance 

Individuals or entities directly affected by the outcome of a decision should be eligible to bring 
a grievance. “Directly affected” should be defi ned and might include: providers eligible to receive 
CARE Act funding; consumer groups/PLWH coalitions and caucuses; and other affected entities 
and individuals as determined locally. 
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Careful consideration should be given to the inclusion of other affected individuals. A balance 
must be struck between restricting the process too narrowly, which can create tension and 
distrust, and opening the process too widely, which can overburden and delay the decision-
making process. 

2. Types of Grievances That Might Be Covered 

Grievance procedures might cover multiple areas, such as: 

• Deviations from the priority-setting or resource-allocation process (e.g., failure to follow 
established confl ict of interest procedures)

• Deviations from the contracting and awards process (e.g., the selection of a particular provider 
in a manner inconsistent with the grantee’s established procurement process)

• Contracts and awards that are not consistent with priorities and resource allocations made by 
the planning body 

3. Non-Binding Procedures 

Non-binding procedures are designed to resolve grievances. One such procedure is 
mediation—a process where a third party assists the parties to a dispute in airing concerns and 
perspectives, fi nding areas of agreement, and reaching a conclusion that they can accept. Other 
approaches include facilitation, which is similar to mediation except that the facilitator does not 
typically become as involved in the substantive issues. Yet another technique is an ombudsman, 
who investigates a grievance and makes a non-binding report to the parties involved. 

Non-binding procedures: 

• Designate a person or organization to receive grievances on behalf of the planning body or 
grantee

• Provide a form to initiate non-binding dispute settlement that includes at least the following (A 
sample form is attached):

-  Names, addresses, and telephone numbers of the parties involved

-  Issue(s) to be resolved and how the person or organization seeking resolution (the grievant) 
has been directly affected by the decision of the planning body or grantee

-  Remedy sought by the grievant

-  Place where or person to whom the form should be delivered

-  Designated person or position to register the form and notify the grievant of any 
determinations or decisions that are made

-  Statement of any reasonable administrative fee to be paid by the grievant, and whether 
payment must be included with the fi ling of the form

• Specify rules that will apply to non-binding dispute settlement processes (See “Rules for the 
Grievance Process,” below)

• Provide a mechanism to inform the grievant of the rules that will apply to the process, and

• Outline steps the grievant should take if there is no resolution of the grievance within the 
appropriate time period and the grievant wishes to initiate binding arbitration. 
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4. Binding Arbitration 

Arbitration resolves disputes when other methods have failed. Arbitration, the use of an 
independent and impartial third party to decide disputes, is the fi nal stage in the dispute 
resolution process. Under the grievance process, the decision of the arbitrator is binding on the 
parties to the dispute. 

If the non-binding approach selected by the parties is not successful within a designated time 
period, or if the third party determines that there is no further purpose to continuing the non-
binding process, the grievant has the option of continuing to seek resolution through binding 
arbitration. Any party that has initiated a grievance that has not been resolved in whole or in part 
through non-binding procedures should have access to the arbitration process. 

At a minimum, arbitration procedures should include the following: 

• A designated person or organization to receive a request for binding arbitration on behalf of 
the planning body or grantee

• A form to initiate binding arbitration that includes at least the following:

-  Names, addresses, and telephone numbers of the parties involved 

-  Issue(s) to be resolved and how the person or organization seeking resolution has been 
affected by the decision of the planning body or grantee

-  Remedy sought by the grievant

-  Place where or person to whom the form should be delivered

-  Designated person or position to register the form and notify the grievant of any 
determinations or decisions 

-  Previous steps taken under non-binding procedures that have not resulted in agreement

-  Acknowledgment of the binding nature of the process

-  Statement of any reasonable administrative fee to be paid by the initiator and whether 
payment must be included with the fi ling of the form

• Rules that will apply to the binding arbitration process (See “Rules for the Grievance Process,” 
see below), and

• A mechanism for effectively informing the grievant of the rules that will apply to the process. 

5. Rules for the Grievance Process 

Both non-binding procedures and binding arbitration must have rules. They provide both the 
grievant and other parties, including the third party, with a common understanding of how the 
procedures will be conducted, what is expected of each party, and the time limits and costs of the 
procedures. Some third parties, or the organizations sponsoring them, have their own set of rules. 
Third parties that do not have their own rules may wish to designate an existing set of rules such 
as those summarized below. 
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Non-Binding Rules 

Non-binding rules should specify at least the following: 

• Degree of confi dentiality of the process

• Maximum time period between fi ling the form and response from the other party

• The process and time period for designating a third party

• Time period for holding a meeting of the parties, if necessary

• Designation of a place for that meeting, and

• Maximum length of time that a non-binding process can continue without agreement, after 
which the third party must end the process and inform the parties of any additional steps (e.g., 
arbitration) that are available to them. 

Binding Arbitration Rules 

Binding arbitration rules should specify at least the following: 

• Steps in the arbitration process

• Maximum time period allowed between fi ling the form and response from the other 
partyTime period set aside for holding a hearing, if necessary

• Designation of a place for that hearing

• Time period allocated for the arbitrator to render a decision

• How the decision will be presented, and 

• Whether the decision will apply retrospectively to the decision that led to the grievance or only 
to future decisions. 

Timing 
Grievance procedures that contain time limits on various activities allow for an effective use 

of the process without resulting in undue delay in the delivery of needed HIV/AIDS services. Time 
periods should be specifi ed for at least the following: 

• Length of time after a decision related to funding has been made, during which a grievance 
may be brought—the time limit after which an award can no longer be challenged

• Time periods for conducting various non-binding processes, including the maximum time 
allowed to complete the process once initiated

• Length of time after the conclusion of non-binding processes for the grievant to initiate 
binding arbitration, and 

• Time period for conducting the arbitration process. 

It is up to the planning body and grantee to decide the time limit after a decision is made that 
a grievance may be fi led. Thirty days probably provides suffi cient time for a potential grievant to 
decide whether to challenge the decision-making process or the decision itself. 
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Non-binding Resolution. After the request for a non-binding resolution is received, the 
following time periods, which run consecutively, should be considered for inclusion in local rules: 

• Determination that the grievance or grievant falls within scope of the procedures: 2-5 days

• Notifi cation of the other party: 1-2 days 

• Selection of a third party: 5-10 days 

• Meeting(s) with parties: 10-15 days

• Resolution or decision by the third party not to continue (impasse): 5 days 

Binding Arbitration. After the form requesting binding arbitration is received, the following 
time periods, which run consecutively, should be considered for inclusion in local rules: 

• Determination by the grievant to use binding arbitration: 5-10 days 

• Notifi cation of the other party: 1-3 days

• Agreement of the parties to arbitrate and selection of an arbitrator: 5-10 days

• Hearing (if necessary): 10-15 days

• Decision by arbitrator: 5-10 days 

Costs 
Because grievance procedures typically entail costs, rules should address costs of administering 

the process, including at least: 

• Reasonable costs that may be involved for administering the process and for the services of the 
third party, how they will be allocated between the parties, and when they are due.

• Costs or transfers of funds that may be called for in any settlement agreed to by the parties or 
a decision of an arbitrator. 

Administrative fees are to recover reasonable costs of administering the grievance process but 
should not be so burdensome as to discourage fi ling of legitimate grievances. A grievant can be 
required to pay a reasonable administrative fee to initiate the process and share in the costs of 
mediation and arbitration. Third parties (e.g., arbitration services) may also charge a fee for their 
services. Local procedures should specify any costs that might be involved and how the costs will 
be allocated in the absence of agreement among the parties. 

Funding of Projects after a Grievance is Filed 
Grievance procedures should address how to handle the funding of projects after an award 

has been made but while a grievance is pending. Procedures should not unduly disrupt the 
expeditious distribution of CARE Act funds. Procedures should clearly address whether the results 
of the grievance should be prospectively addressed (i.e., not requiring reversals of decisions such 
as approved expenditures), or allow for retroactive resolution (e.g., changes in funding decisions). 
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Review of Grievance Requests 
A process should be defi ned for determining what issues can be grieved and whether the 

grievant is eligible to bring the grievance. A broadly inclusive committee can be used for this 
purpose. The purpose of the review is not to add an extra step to the grievance process but to 
provide a broader consideration of fi led grievances to ensure that decisions are consistent with the 
purposes and spirit of the grievance procedure as called for in the CARE Act. 

Selection of Third Parties 
Procedures must identify how third parties will be selected for non-binding dispute settlement 

procedures and for arbitration. Among the factors that should be considered in the third party 
selection procedures are: 

• Confl icts of interest 

• Training and experience 

• Cost, and

• Availability during the required time period 

Third parties should be independent of the specifi c process that is the subject of the dispute 
and should not have a direct interest in the decision that is the subject of the grievance. 

Procedures should specify the time period and process for selecting third parties for both non-
binding processes and arbitration. Methods for selecting a third party include: 

• Advance naming of independent and impartial third parties who can be drawn on to resolve a 
particular grievance.

• Advance designation of an organization that identifi es and provides independent and impartial 
third parties to resolve a particular grievance.

• Appointment of an independent and impartial third party by the chief elected offi cial (CEO).

• Submission of the names of several third parties, with each party asked to cross off 
unacceptable names, and the remainder considered acceptable by both. If after several 
lists, no third party acceptable to both parties has been identifi ed, a designated person or 
organization should select the third party. 

Selecting a group or entity in advance reduces administrative burden but may involve 
administrative costs for the group selected. Normally, arbitrators and other third parties are 
approved by all the parties to the dispute. However, a third party may be appointed in a manner 
that is consistent with these model procedures. A third party should complete a written statement 
disclosing any potential confl icts of interest that might exist between the third party and the 
parties to the grievance. The parties should be given the opportunity to review the statement. 

An issue of concern to many groups or individuals seeking third-party resolution of disputes is 
where to fi nd third parties. A number of entities can provide assistance, and individual mediators 
and arbitrators can also be found in many localities. Both the American Arbitration Association 
(AAA) and the Better Business Bureau (BBB) maintain lists of trained and impartial mediators and 
arbitrators and have many branches or offi ces throughout the country. The National Association 
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for Community Mediation (NAFCM) includes individual and organizational members that mediate 
disputes. The Association for Confl ict Resolution (a merged organization that includes the Society 
for Professionals in Dispute Resolution) can also provide names. Many State and Federal court 
systems have programs of alternative dispute resolution, and a number of States have offi ces of 
dispute resolution. Federal Executive Boards may also be able to provide neutral third parties. 
Some university-based confl ict resolution programs can identify neutral third parties. 

Costs of these third parties and the fees they charge vary. BBB mediators and arbitrators are 
trained volunteers. 

Defi nitions 

Terms commonly used in grievance procedures and other dispute resolution processes are 
defi ned below. Local grievance procedures can modify these defi nitions or add others. Terms 
should be used consistently to avoid uncertainty and enhance implementation of the procedures. 

Arbitration The submission of a dispute to an impartial or independent individual or panel 
for a decision that is generally binding on both parties. Arbitration is usually 
carried out under a set of rules. The decision of an arbitrator generally has 
the force of law, although it generally does not set a precedent on how future 
disputes will be resolved. 

Arbitrator An individual or panel of individuals (usually three) selected to decide a dispute 
or grievance. Arbitrators may be selected by the parties or by another individual 
or entity. 

Binding  A process in which parties agree to accept as fi nal the decision of an arbitrator 
or other third party. 

Costs  Charges for administering a dispute settlement process. 

Day Refers to a calendar day or a business working day. Either reference point can 
be used, as long as the grievant and the person or group against which the 
grievance is brought understand the applicable time frame. 

Dispute  Techniques or approaches used by an organization to resolve 
Prevention disagreements at an early and informal stage to avoid or minimize the number 

of disputes that reach the formal grievance process. 

Facilitation  A voluntary process involving the use of techniques to improve the fl ow of 
information and develop trust between the parties to a dispute. Involves a 
third party (facilitator) who uses a process to assist the parties in reaching an 
agreement that is acceptable to them. 

Facilitator A third party who works with the parties to a dispute, providing direction to 
a process. A facilitator may be independent or may be drawn from one of the 
parties, but must be impartial on the topics under discussion. 

Grievance A complaint or dispute that has reached the stage where the affected party 
seeks a formal approach to its resolution. 
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Grievant  A person or entity seeking a formal resolution of a grievance. 
Impartiality  Freedom from favoritism or bias, either in word or action; a commitment to aid 

all parties, as opposed to a single individual, in reaching a mutually satisfactory 
agreement. 

Mediation A formal process in which a neutral person, the mediator, assists the parties 
in reaching a mutually acceptable resolution to their dispute. Mediation may 
involve meetings with the parties together and separately. The results of 
mediation can become binding if the parties agree. 

Mediation/  A mixed approach in which parties agree to mediate their differences and 
arbitration submit issues that cannot be resolved through mediation to arbitration. This 

technique helps to narrow the issues submitted to arbitration. The parties 
may agree to use separate mediators and arbitrators for different stages of the 
process, or they may use the same third party. 

Mediator A trained impartial and usually independent third party selected by the parties 
to the dispute or by another entity to help the parties reach an agreement on a 
determined set of issues. 

Neutral A term used to describe an independent third party, including a mediator or 
arbitrator, selected to resolve a dispute or grievance. The term is used because 
the person should not favor either side in the dispute. 

Non-binding Techniques in which the parties to a dispute attempt to reach an agreement 
but are not required to accept the results. The agreement must be voluntarily 
accepted by both parties; results are not imposed by a third party as they are in 
binding arbitration or in a judicial proceeding. 

Ombudsman An individual selected by parties in a dispute who investigates the facts of a 
situation and makes recommendations to the parties. The recommendations of 
ombudsmen are not binding and their effectiveness depends in large measure 
on their ability to persuade the parties to accept their recommendation. 

Party Refers to one of the participants in the grievance process. This includes the 
grievant (the person or group that brings the grievance action) and the person 
or group against which the grievance is brought. 

Remedy The relief or result sought by a grievant in bringing a grievance. It can include 
money damages, a process change, or a reversal of a decision. Whether it 
applies prospectively (to future funding-related decisions) only or retroactively 
(to past funding decisions) is determined by each local grievance procedure. 

Standing A term referring to the eligibility of an individual or entity to bring a grievance. 
In the case of grievance procedures under the CARE Act reauthorization, a 
person or entity that is directly affected has standing to challenge a planning 
body or grantee decision with respect to funding. 

Third Party A term used to describe an independent or impartial person, including a 
facilitator, mediator, ombudsman, or arbitrator selected to resolve a dispute or 
grievance or assist the parties in resolving it. 
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Sources of Information about Grievance Procedures 
and Dispute Resolution 

American Arbitration Association: A nonprofi t organization 
that helps to resolve disputes through mediation, 
arbitration, and other alternative dispute resolution 

approaches. Its “Roster of Neutrals” includes thousands of names of trained mediators and arbitrators. 
Local offi ces nationwide are listed on its website. AAA has developed a Code of Ethics and helped 
develop Model Standards of Conduct for Mediators. See http://www.adr.org.

Association for Dispute Resolution: A merged nonprofi t organization that includes the Academy of 
Family Mediators (AFM), The Confl ict Resolution Education Network (CREnet), and the Society for 
Professionals in Dispute Resolution (SPIDR). It maintains a national directory of nonprofi t mediation 
organizations and has many publications. See http://www.acresolution.org.

The Council of Better Business Bureaus: A nonprofi t organization that includes volunteer mediators and 
arbitrators whose focus is resolving disputes between consumers and businesses. There are more than 
125 local Better Business Bureaus nationwide. For information on dispute resolution services. See 
http://www.dr.bbb.org. 

Association for Community Mediation: A nonprofi t organization that focuses on community-based 
mediation. It is a membership organization of community mediation centers, their staff and volunteer 
mediators, and other individuals and organizations interested in the community mediation movement. 
Its website includes a national directory of mediation centers and links to many other organizations. See 
http://www.nafcm.org. 
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Sample Grievance Form 

Grievances may be fi led for the following deviations from policy: 

• Deviations from an established, written priority-setting or resource-allocation process (for 
example, failure to follow established confl ict of interest procedures); and 

• Deviations from an established, written process for any subsequent changes to priorities or 
allocations. 

The procedures that will govern the handling of this grievance are attached. 

If you wish to fi le a grievance with the _____________, this form must be completed, submitted, 
and received by the [identify designated position and/or offi ce for receiving grievance forms] 
within 30 days of the date of the alleged deviation. You will be contacted within ten (10) working 
days of the receipt of this form by [specify position]. There is no administrative fee associated with 
fi ling this grievance. [Or specify fee.] 

When completed, submit this grievance form to the [specify offi ce and address]. 

Name(s) of Person(s) 
Filing the Grievance: ___________________________________________________________________

Address: ______________________________________________________________________________

 _____________________________________________________________________________________

Telephone Number daytime): ___________________________________________________________

Date of alleged deviation from established policy: __________________________________________

Which policy was allegedly deviated from? ________________________________________________

______________________________________________________________________________________

Describe in detail the alleged deviation, including how you were directly affected and what 
remedy you seek: _____________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

[Add additional pages as needed.] 
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Introduction

For CARE Act programs, the goal of coordination is to enhance access to a range of services in 
order to both achieve better client health outcomes and more effi cient use of CARE Act resources. 
Coordination within the CARE Act community occurs through specifi c efforts of grantees to work 
together, such as joint planning under Titles I and II and through the Statewide Coordinated 
Statement of Need (SCSN).

The CARE Act Amendments of 2000 expand requirements for coordination with non-CARE 
Act programs and payers from multiple sectors. Driving these changes are not only the dollars 
represented by these entities but also the potential to coordinate planning and service delivery. 
The anticipated outcome is better services for people living with HIV disease (PLWH) with complex 
care demands, such as substance abusers and PLWH who are not in care.

Among the non-CARE Act programs where coordination is required are Medicaid and 
Medicare. Both are much larger public sources of funding than the CARE Act. Others—defi ned by 
their services as well as their payer status—include Veterans Affairs, substance abuse prevention 
and treatment services (funded extensively through State block grants and other public and 
private mechanisms), maternal and child health care, and HIV prevention. The latter includes 
Centers for Disease Control and Prevention (CDC) HIV prevention. CDC also funds outreach and 
early intervention services, both of which are also fundable under the CARE Act but distinguishable 
because the CARE Act must target PLWH. 

Private health insurance is yet another payer that has great potential to cover some of the 
service needs of CARE Act clients. While not apparent given that many CARE Act primary care 
clients are unlikely to have private health insurance, insurance mechanisms that are potential 
payers of care include, for example, health insurance continuity payments and special insurance 
programs like risk pools.

1 Section VII

Coordination of Payers and Programs



Section VII: Coordination
Chapter 1: Coordination of Payers and Programs

2 RYAN WHITE CARE ACT TITLE II MANUAL

Coordination—with both programs and payers—can occur in the following areas: 

• Planning. Coordination in CARE Act planning involves consideration of other programs in 
such critical areas as assessment of needs, priority setting, and resource allocation. Required 
representation of other Federal programs on CARE Act planning bodies is designed to ensure 
their participation in CARE Act planning. To illustrate, needs assessments should determine 
existing resources, regardless of funding stream, as part of efforts to identify areas of unmet 
need. In setting priorities, other resources must be considered in terms of how they help meet 
service demands so that CARE Act resources can be used to fi ll gaps. 

• Funding of Services. CARE Act grantees, including Title II programs, are required to 
coordinate their services and seek payment from other sources before CARE Act funds are 
used. This makes the CARE Act the “payer of last resort,” meaning that funds are to fi ll gaps in 
care not covered by other resources. Major payers include, for example, Medicaid, Medicare, 
the State Children’s Health Insurance Program (SCHIP), and private health insurance.

• Service Delivery. The CARE Act requires coordination with specifi c services ( i.e., outreach, 
substance abuse prevention and treatment, HIV counseling and testing, and early intervention 
services). Many are funded primarily by other Federal, State, and local sources. For example, 
HIV prevention is funded through the CDC, while State substance abuse programs are 
supported partially through block grants from the Substance Abuse and Mental Health 
Services Administration (SAMHSA).

Legislative Background

Planning body requirements for States are outlined in Section 2617(b)(6). States are required 
to engage in “a public advisory planning process” to secure broad input in the development and 
implementation of the comprehensive plan from PLWH, providers, other CARE Act entities, and 
other agencies, similar to those outlined for Title I planning councils (e.g., PLWH, health and social 
service providers, other payers).

Title II planning body requirements are also outlined for consortia. Section 2613 requires the 
consortium membership to be inclusive in terms of (1) agencies with experience in HIV/AIDS 
service delivery and (2) populations and subpopulations of persons living with HIV disease (PLWH), 
who are refl ective of the local incidence of HIV. Such consortia are also to be located in areas 
where such populations reside.

Section 2613(c)(2) also provides for additional involvement by diverse perspectives by 
requiring consortia, in establishing their service plans, to demonstrate that they have consulted 
with PLWH, the public health agency or other entity(ies) providing HIV-related health care in the 
area, at least one community-based AIDS service provider, Title II grantee, Title IV grantees or 
organizations with a history of serving children, youth, women, and families with HIV, and entities 
such as those required to be represented on Title I planning councils (e.g., PLWH, health and social 
service providers, other payers).

Section 2617(b)(4)(A) calls for States to “establish priorities for the allocation of funds 
within the State based on, in part: “ii) availability of other governmental and non-governmental 
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resources, including the State medicaid plan under title XIX of the Social Security Act and the 
State Children’s Health Insurance Program under title XXI of such Act to cover health care costs of 
eligible individuals and families with HIV disease;”

Section 2617(B)(4)(c) requires States to “develop a comprehensive plan for the organization 
and delivery of health and support services” to be funded under Title II that, in part— “(C) 
includes a strategy to coordinate the provision of such services with programs for HIV prevention 
(including outreach and early intervention) and for the prevention and treatment of substance 
abuse (including programs that provide comprehensive treatment services for such abuse); (E) 
provides a description of the manner in which services funded with assistance provided under this 
part will be coordinated with other available related services for individuals with HIV disease; and 
(F) provides a description of how the allocation and utilization of resources are consistent with the 
statewide coordinated statement of need (including traditionally underserved populations and 
subpopulations) developed in partnership with other grantees in the State that receive funding 
under this title….”

Section 2611(b) discusses the provision of funds “for the purpose of providing health and 
support services to infants, children, youth, and women with HIV disease, including treatment 
measures to prevent the perinatal transmission of HIV.” Such funds must total “not less than the 
percentage constituted by the ratio of the population involved (infants, children, youth, or women 
in such area) with acquired immune defi ciency syndrome to the general population in the State of 
individuals with such syndrome.” 

Section 2611(b)(2) suggests coordination in determining use of Title II funds for these 
populations in allowing for a waiver of this requirement if “the population is receiving HIV-related 
health services through the State Medicaid program under title XIX of the Social Security Act, the 
State children’s health insurance program under title XXI of such Act, or other Federal or State 
programs.”

Section 2612(c) permits the use of Title II funds for “early intervention services” for individuals 
with HIV disease. It specifi es entities “through which such services may be provided,” which 
include an array of substance abuse, mental health, homeless services, and other providers.

Section 2617(b)(6)(G) requires that a Title II application include assurances that entities that 
receive funds under a Title II grant “will maintain appropriate relationships with entities in the 
eligible area served that constitute key points of access to the health care system for individuals 
with HIV disease.” These entities include an array of substance abuse, mental health, homeless 
services, and other providers.

HAB/DSS Expectations

The objective of coordination is to enhance access to the continuum of services. CARE Act 
grantees are required to build relationships with other Federal and State agencies, including 
State Medicaid agencies, SCHIP, providers of HIV prevention and substance abuse prevention and 
treatment services, and incarceration facilities. Areas for coordination include planning, payment 
of services, and service delivery, as described below.
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Planning with Other Programs
Grantees are required to collaborate with other publicly funded programs in the assessment 

of need, priority setting and resource allocation, and development of their comprehensive plans. 
Among the most important are Medicaid (by far the largest public payer of HIV care), Medicare 
(the second largest public payer of HIV care), SCHIP, and private health insurance (a source 
of payment accessible to PLWH through the CARE Act by way of health insurance continuity 
payments, which can cover both continuation of existing policies and purchase of new ones). Also 
important are community health centers and providers of services to the homeless and substance 
abusers. Planning coordination is evident in the following requirements, each of which is covered 
in greater detail in other chapters in this manual.

• Planning Body Membership. Title II requirements related to planning bodies are outlined 
for both States and consortia. The legislation requires States to engage in “a public advisory 
planning process” in the development and implementation of the comprehensive plan from 
PLWH, providers, other CARE Act entities, and other agencies, similar to those outlined for Title 
I planning councils (e.g., PLWH, health and social service providers, other payers). 

For consortia, the CARE Act requires the consortium membership to be inclusive in terms of (1) 
agencies with experience in HIV/AIDS service delivery and (2) populations and subpopulations 
of persons living with HIV disease (PLWH), who are refl ective of the local incidence of HIV. 
Such consortia are also to be located in areas where such populations reside. The legislation 
also provides for additional involvement by diverse perspectives by requiring consortia, in 
establishing their service plans, to demonstrate that they have consulted with PLWH, the 
public health agency or other entity(ies) providing HIV-related health care in the area, at least 
one community-based AIDS service provider, Title II grantee, Title IV grantees or organizations 
with a history of serving children, youth, women, and families with HIV, and entities such as 
those required to be represented on Title I planning councils.

• Needs Assessment. In order to adequately address priority setting and resource allocation 
and comprehensive plan requirements, needs assessments must address coordination with 
HIV prevention and substance abuse prevention and treatment. Coordination with these 
services can enhance efforts to identify individuals with HIV who know their status but are not 
receiving HIV-related services and result in better attention to the range of their care needs.

• Priority Setting and Resource Allocation. States are required to conduct priority setting with 
consideration to multiple factors, including the availability of other governmental and non-
governmental resources, including State Medicaid and SCHIP programs, to cover health care 
costs of eligible individuals and families with HIV diseases.

• Comprehensive Plan. The comprehensive plan must include strategies to coordinate services 
with HIV prevention programs (including outreach and early intervention services) and 
substance abuse prevention and treatment programs. In addition, the comprehensive plan 
must be compatible with State or local plans for the delivery of HIV services.
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Coordination of Payers
All CARE Act grantees are required to coordinate their services and seek payment from other 

sources before CARE Act funds are used, making the CARE Act the “payer of last resort,” meaning 
that funds are used to fi ll gaps in care not covered by other resources. 

One specifi c area of payer coordination is services for women, youth, children, and infants. 
Each State must allocate funds for each group in an amount no less than the proportion that 
each is represented in the total AIDS cases in the State. A waiver is provided when States can 
demonstrate that the needs of these populations are being met through other sources, such as 
Medicaid and SCHIP.

Private health insurance can also be coordinated in various ways with CARE Act funding, such 
as covering services not paid for by private insurance or paying health insurance premiums, if cost 
effective. For example, Title II grantees may purchase health insurance for clients as part of their 
AIDS Drug Assistance Programs (ADAPs) under the Health Insurance Continuity Program (HICP). 
HICP funds may only be used to purchase health insurance that includes the full range of HIV 
treatments and access to comprehensive primary care services and provides prescription coverage 
that is equivalent to the Title II ADAP formulary. The total amount spent on insurance premiums 
cannot be greater than the annual cost of maintaining that same population on ADAP. Clients 
covered under HICP may continue to qualify for some Title I services that are not covered by their 
health insurance. 

Each State has different insurance laws and regulations. For example, some States have 
existing insurance programs, like risk pools, and CARE Act dollars might be used to pay premiums. 
If qualifi ed HIV providers are on the preferred provider list for these insurance policies, such pools 
may offer opportunities for payer coordination. 

Service Coordination
EIS and outreach services are intended to increase access to primary care services for 

PLWH. In funding EIS, Title II grantees must demonstrate that other sources of funds for EIS are 
insuffi cient before spending CARE Act funds on EIS and must make this determination in their 
needs assessment (particularly the resource inventory). For outreach services, CARE Act outreach 
programs must focus on reaching PLWH who are not in care. 

CARE Act providers are required to maintain appropriate relationships with entities providing 
“key points of access” to both identify and link PLWH into care. These include, for example, 
providers of early intervention services, family planning clinics, substance abuse treatment 
providers, sexually transmitted disease clinics, community organizations, and correctional 
institutions.
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Understanding Other Payers and Programs

In order to work more effectively with other health programs, particularly Federal programs 
that provide services for PLWH, CARE Act grantees should learn more about these payers. Among 
the most signifi cant Federal programs that provide services for PLWH are Medicaid, Medicare, 
SCHIP, and private health insurance. Each of these programs and several other HHS programs are 
briefl y summarized below.

Medicaid
Medicaid, the joint Federal/State health program for low-income and disabled Americans, 

is the largest single public payer of health care services for people living with HIV/AIDS. The 
Medicaid program is administered by the Centers for Medicare and Medicaid Services (CMS), 
formerly the Health Care Financing Administration (HCFA). To be eligible for Medicaid, a person 
must either be very poor, have children, and/or be disabled (based on the Social Security 
defi nition of “disabled”). Thus, most people with HIV disease are not eligible for Medicaid until 
they become impoverished and disabled. HIV-infected women and children covered by Medicaid 
are often eligible for reasons other than their HIV disease. 

Medicaid programs vary from State to State. While there are basic eligibility rules and a core 
benefi ts package (such as hospital, physician, and nursing services), each State may elect to 
provide optional services (prescription drug benefi ts, clinic services), modify eligibility rules above 
the minimum and place benefi ciaries in fee-for-services or managed care arrangements. CARE Act 
funds can be used to fi ll service and population gaps not covered by Medicaid. When a State’s 
Medicaid program does not cover a specifi c service, CARE Act funds can be used for payment.

Medicaid Managed Care
In the 1990’s, many States began enrolling Medicaid benefi ciaries in managed care. Managed 

care is designed to reduce costs by eliminating inappropriate and unnecessary services and relying 
more heavily on primary care and coordination of care. Managed care is characterized by formal 
enrollment of individuals in a managed care organization, contractual agreements between the 
provider and a payer, and some gatekeeping and utilization control. 

For PLWH, managed care systems can present some challenges to the receipt of appropriate 
services. These include:

• Access to primary care providers and specialists experienced in the treatment of HIV disease, 
and 

• Adequate coordination between medical and social services.

Additionally, HIV/AIDS and other high-cost conditions present challenges to managed care 
plans and providers that contract with them where capitation rates do not refl ect the real costs of 
treating HIV disease.
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Medicare
Medicare is the second largest source of Federal fi nancing of HIV/AIDS care. Most people 65 

and older are entitled to Medicare because they are eligible for Social Security payments. Disabled 
persons who receive Social Security Disability Insurance (SSDI) cash payments (because they have 
suffi cient work history to qualify) become eligible for Medicare after a two-year waiting period. It is 
estimated that Medicare covers as many as one in fi ve PLWH in care. 

Medicare covers such services as inpatient hospitalization, skilled nursing and home health 
visits, and physician and outpatient hospital services. However, it does not cover outpatient 
prescription drugs, has deductible payments, and has no cap on out-of-pocket spending. These 
factors are particularly problematic for PLWH, especially given the high cost of drugs. Many 
benefi ciaries purchase supplemental insurance to help with Medicare’s cost-sharing requirements 
and fi ll gaps in the benefi t package. Some opt to enroll in managed care organizations that 
typically have lower cost-sharing benefi ts. 

An estimated one in six PLWH is dually eligible for both Medicare and Medicaid. Despite 
coverage by both sources of public insurance, gaps in care may exist. They include, for example, 
PLWH who live in States whose Medicaid programs have limited drug coverage and provisions 
that disallow dual eligible persons from enrolling in managed care plans (which precludes access 
to the potential benefi t of access to plan services like prescription drugs).

State Child Health Insurance Program 
SCHIP, administered by the CMS Center on Medicaid and State Operations, was enacted in 

1997 and allows States to expand health insurance coverage for low-income children through 
three options: 

• Expand Medicaid

• Create or expand their own children’s health insurance program, or 

• A combination of the two. 

Children up to age 19 are eligible if they:

• Meet eligibility standards set by the State

• Have family incomes below 200 percent of poverty or 50 percent above the State’s Medicaid 
eligibility limit, whichever is greater, and 

• Are not eligible for Medicaid or other health insurance. 

Children cannot be excluded from eligibility due to a disability or pre-existing condition.

States have great discretion in the design of their SCHIP programs. For example, States can 
choose how they will determine family income and have fl exibility in determining which groups of 
low-income children to cover (e.g., based upon age, disability status, where they live in the State). 
States also have fl exibility to revise their child health plans over time.
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Maternal and Child Health Bureau Programs
The Health Resources and Services Administration’s (HRSA) Maternal and Child Health Bureau 

(MCHB) addresses the health of mothers, infants, children and adolescents. A focus is on families 
with low income levels, those with diverse racial and ethnic heritages, and those living in rural or 
isolated areas without access to care. MCHB administers four major programs: 

• Maternal and Child Health Services Block Grant (Title V) 

• Healthy Start Initiative (Public Health Service Act) 

• Emergency Medical Services for Children Program (Public Health Service Act), and 

• Abstinence Education Program (Title V)

Projects funded through these programs are operating in many States.

Substance Abuse and Mental Health Services Administration (SAMHSA)
The Substance Abuse and Mental Health Services Administration (SAMHSA) supports programs 

in substance abuse prevention, substance abuse treatment, and mental health services. It oversees 
State block grants that support HIV early intervention services in substance abuse or mental 
health treatment settings. In addition, SAMHSA provides HIV/AIDS grants to cities to enhance the 
effectiveness of outreach in urban areas highly impacted by substance abuse and HIV infection. 

HIV/AIDS Prevention/Counseling and Testing
Publicly funded HIV counseling and testing services have been provided under grants from 

CDC through 65 local and State health departments since March of 1985. Both anonymous 
and confi dential voluntary HIV counseling, testing and referral services are available and have 
evolved to focus on individual, client-centered risk reduction counseling models. CDC Guidelines 
for HIV Counseling Testing and Referral include many recommendations to ensure that HIV-
infected individuals (as well as those at risk) have access to appropriate medical, prevention, and 
psychosocial support services. 

R E S O U R C E S

Resources on CDC

Centers for Disease Control and Prevention (CDC). 
http://www.cdc.gov.

CDC, National Center for HIV, STD, and TB Prevention. 
http://www.cdc.gov/hiv/dhap.htm.

CDC National Prevention Information Network. 
http://www.cdcnpin.org. 
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Resources on Medicaid

Centers for Medicare and Medicaid Services (formerly Health Care Finance Administration). See 
http://www.cms.gov.

Kaiser Family Foundation. A source of research and policy reports on Medicaid available on the website: 
http://www.kff.org.

Managed Care Resources of HRSA’s HIV/AIDS Bureau. This page on the HRSA/HAB website includes 
managed care-related resources developed by HRSA/HAB and other organizations. See 
http://hab.hrsa.gov.

Medicaid Managed Care and HIV/AIDS: A Guide for CBOs. A managed care primer for CARE Act and other 
community agencies, this document was developed for HRSA/HAB by the AIDS Action Foundation 
(AAF). Chapters include an overview of Medicaid, trends in managed care and persons living with HIV, 
recent Federal Medicaid activities, challenges and solutions in moving toward Medicaid managed care, 
and resources such as a managed care glossary and key State Medicaid contacts. The Guide can be 
obtained from AAF by calling (202) 530-8030. 

New Rules, New Roles: How Title V/Maternal and Child Health and Ryan White CARE Act Programs and 
Providers are Adapting to Medicaid Managed Care. This report provides insight into how managed care 
has affected HIV/AIDS service and maternal and child health programs and providers supported by 
HRSA. The report draws on data from telephone interviews and site visits to HRSA-funded organizations 
in Oregon, Pennsylvania, Tennessee, and Virginia. The document identifi es many resources and ways 
that HRSA can help grantees overcome these challenges. Available on the website: 
http://www.hrsa.gov/cmc.

Making Medicaid Managed Care Work: An Action Plan for People Living With HIV. Action steps for serving 
people living with HIV disease under Medicaid managed care are outlined in this report, an update of 
an earlier National Association of People with AIDS (NAPWA) report produced with support from the 
Kaiser Family Foundation. This report updates information on the policy and regulatory environment 
and discusses nine key consensus points. Contact the Kaiser Foundation at (800) 656-4553 or obtain 
from the website: http://www.kff.org.

Medicaid Policy Resources from the Center for HIV Quality Care. The Center for HIV Quality Care’s web 
site is the main vehicle for disseminating information on fi ndings from the Center’s Medicaid policy 
research. Resources available include:

• State Health Care Medicaid and AIDS Profi les for selected States

• Resources for providers including an updated list of “HIV Experienced Provider” defi nitions and 
links to websites of related HIV/AIDS organizations 

• Updates on State and Federal actions, and

• An archive of the bimonthly newsletter, HIV Quality Care Network News.

To access the Center’s home page, go to Infectious Diseases Society of America’s web site at 
http://www.idsociety.org and click on HIV Quality Care Network.
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Your Passport to Managed Care. Designed to assist PLWH with the transition from traditional health 
insurance to managed care, the passport was developed by the National Association of People with 
AIDS in partnership with HAB. The guide is designed to help PLWH understand managed care and 
develop the skills necessary to ensure that they receive appropriate care. Contact NAPWA at (202) 898-
0414 or go to the website: http://www.napwa.org.

Resources on Medicare

Health Care Financing Administration, an agency of the U.S. Department of Health and Human 
Services. See http://www.cms.gov.

Kaiser Family Foundation - State profi les, information on various populations served, and survey results. 
See http://www.kff.org.

Resources on the HRSA Maternal and Child Health Bureau

Maternal and Child Health Bureau, HRSA. See http://mchb.hrsa.gov.

Resources on State Children’s Health Insurance Programs 

Centers for Medicare and Medicaid. Status reports, State contact information, plan information, 
estimated enrollment reports, and links to other sources of information See http://www.cms.gov. 

Outreach/Enrolling in SCHIP. See http://www.insurekidsnow.gov.

Express Lane Eligibility: How to Enroll Large Groups of Eligible Children in Medicaid and CHIP. Kaiser Family 
Foundation (KFF). Additional resources on SCHIP are also available at this website: 
http://www.kff.org. 

American Academy of Pediatrics. Summary of SCHIP provisions, information on State programs, 
statistics and outreach information. See http://www.aap.org. 

Children’s Defense Fund. Reports, key facts, frequently asked questions, and outreach information. See 
http://www.childrensdefense.org.

Families USA. Information on state programs and implementation issues. See 
http://www.familiesusa.org. 

National Governor’s Association. Reports, issue briefs and fact sheets. See http://www.nga.org.  

Why is Rural Important? Enrolling Rural Children in CHIP and Medicaid. Offi ce of Rural Health Policy, HRSA. 
Available on the website: http://ruralhealth.hrsa.gov. 

SCHIP and Access for Children in Immigrant Families. National Conference of State Legislatures. Available 
on the website: http://www.ncsl.org. 
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Introduction

Although they operate fairly independently, Title I and Title II planning bodies can work 
together in pursuit of CARE Act goals to strengthen the service continuum for people living with 
HIV disease (PLWH) and ensure that funds are used to fi ll gaps in care. More practical benefi ts can 
include reduced administrative and planning costs and lessened duplication of effort.

Coordination efforts are driven by both grantee initiative and such CARE Act requirements as 
cross-title membership in planning groups, and consistency across State and local comprehensive 
plans, and joint work on the Statewide Coordinated Statement of Need (SCSN). Among the 
more visible areas of coordination is determining use of Title II AIDS Drug Assistance Program 
(ADAP) dollars in Title I areas. Other areas for coordination with Title II include State programs like 
Medicaid and substance abuse block grants. Tools to streamline planning and enhance services 
might be jointly developed, thus benefi ting providers who are funded under both titles.

Coordination across Title I and Title II can occur on multiple levels, from less formal 
information sharing to more structured efforts such as:

• Cooperation on planning-related tasks (e.g., needs assessment, comprehensive plans)

• Joint service-related tasks (e.g., design of data collection processes, standards of care, quality 
management, evaluation), and

• Consolidation or even merger of planning bodies.

Making such collaboration work requires attention to differing legislative mandates for each 
title. Among these are the Title I focus of responsibility on local needs and the Title II focus on the 
consortium area or State. Key decision makers also vary, with Title I centered on the chief elected 
offi cial in the eligible metropolitan area (EMA) and Title II on the State. In addition, the specifi c 
planning task of resource allocation has signifi cant legislative distinctions, with Title I planning 
council involvement being much more restricted in this area.

2 Section VII

Title I and II Coordination
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Legislative Background 

CARE Act requirements for coordination between Title I and Title II cover planning body 
membership, participation in the SCSN, consistency of Title II services with the SCSN, and 
coordination with other Federal grantees providing HIV prevention and care services. 

Planning body requirements for States are outlined in Section 2617(b)(6) require them to 
engage in “a public advisory planning process” to secure broad input in the development and 
implementation of the comprehensive plan from PLWH, providers, other CARE Act entities, and 
other agencies, similar to those outlined for Title I planning councils (e.g., PLWH, health and social 
service providers, other payers).

Title II planning body requirements are also outlined for consortia. Section 2613 requires the 
consortium membership to be inclusive in terms of (1) agencies with experience in HIV/AIDS 
service delivery and (2) populations and subpopulations of persons living with HIV disease (PLWH), 
who are refl ective of the local incidence of HIV. Such consortia are also to be located in areas 
where such populations reside. Section 2613(c)(2) also provides for additional involvement by 
diverse perspectives by requiring consortia, in establishing their service plans, to demonstrate that 
they have consulted with PLWH, the public health agency or other entity(ies) providing HIV-related 
health care in the area, at least one community-based AIDS service provider, Title II grantee, Title 
IV grantees or organizations with a history of serving children, youth, women, and families with 
HIV, and entities such as those required to be represented on Title I planning councils (e.g., PLWH, 
health and social service providers, other payers).

Section 2617(B)(4)(c) requires States to “develop a comprehensive plan for the organization 
and delivery of health and support services” to be funded under Title II that, in part—

“(C) includes a strategy to coordinate the provision of such services with programs for HIV 
prevention (including outreach and early intervention) and for the prevention and treatment of 
substance abuse (including programs that provide comprehensive treatment services for such 
abuse); (E) provides a description of the manner in which services funded with assistance provided 
under this part will be coordinated with other available related services for individuals with HIV 
disease; and (F) provides a description of how the allocation and utilization of resources are 
consistent with the statewide coordinated statement of need (including traditionally underserved 
populations and subpopulations) developed in partnership with other grantees in the State that 
receive funding under this title….”

Section 2612(c) of the CARE Act states that Title II funds may be used to provide early 
intervention services to facilitate access to HIV-related health services. Entities that may deliver 
EIS include, for example, public health departments, emergency rooms, and substance abuse 
and mental health treatment programs. However, entities that propose to delivery EIS must 
demonstrate to the State that “Federal, State, or local funds are otherwise inadequate for the early 
intervention services the entity proposes to provide; and the entity will expend funds pursuant 
to such paragraph to supplement and not supplant other funds available to the entity for the 
provision of early intervention services for the fi scal year involved.”
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HAB/DSS Expectations

HAB/DSS expectations for Title I and Title II coordination relate to legislative requirements 
on planning body membership, the SCSN and comprehensive plans, and service delivery 
coordination. 

Planning Body Membership 
Title II areas are expected to include in their planning body representatives from of local and 

State level agencies, such as representatives from other CARE Act titles and membership similar to 
that of Title I planning councils (e.g., HIV prevention providers, the State Medicaid program). 

SCSN
Requirements for the SCSN (outlined in the SCSN chapter in this Manual) address the focus of 

the SCSN and required involvement, which includes Title II, both the Title I grantee and planning 
council, other CARE Act entities, and other programs. In particular, HAB/DSS generally expects 
Title II programs to describe, in their annual application, how they participated in developing the 
SCSN and how their implementation plan relates to and is consistent with the SCSN. 

Planning Activities
HAB/DSS expects and encourages Title I and Title II coordination on a broad range of activities, 

even beyond those specifi cally mandated in law. This is especially true in those geographic areas 
where planning council and consortium service areas overlap. In overlapping service areas, the 
following types of cooperation should be pursued:

• Inclusion of the other title as a representative on the planning body. This might include 
joint committees. Notably, HAB/DSS does not specifi cally promote consolidation of a Title 
II planning body and Title I planning council into a single entity. Rather than prescribe a 
particular model of coordination, HAB/DSS encourages planning bodies to determine the 
model that works best in their community.

• Information-sharing procedures to ensure effective communication between the two 
planning bodies. 

• Coordinated needs assessment activities, where possible, particularly the epidemiologic profi le 
and other specifi c needs assessment activities such as development of a joint resource inventory.

• Coordinated or combined comprehensive plans.

• Consideration of joint priority setting.

• Collaborative contracts with providers that are funded by both titles.

• Coordination of capacity development, outreach, and early intervention services (EIS), 
expectations for which are outlined in greater detail in both the CARE Act and HRSA/HAB policies.

• Consideration of uniform data collection and reporting systems and collaborative approaches 
to evaluation and quality measurement.
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• Mutual understanding of both how Title II funding is used in EMAs and what, if any, contribution 
Title I might make to State-administered programs (e.g., ADAP, health insurance continuity).

• Collaboration on planning body member training, which might include technical training 
on topics such as needs assessment, comprehensive planning, resource allocation, and 
understanding HIV treatments. Joint training for PLWH members should also be considered.

Title I and II Working Together

Differences in Planning Body Authority and Autonomy
In exploring ways to work together, Title I and Title II planning bodies must consider the 

following differences in their respective authority and autonomy. 

• Planning councils are public bodies established by the EMA’s chief elected offi cial (CEO). 
Legislation defi nes their key responsibilities, such as determining service priorities, allocating 
resources across priorities, and assessing the administrative agent’s timeliness in disbursing 
funds. The procurement process and monitoring of funded service providers are grantee 
responsibilities. Legislation forbids planning council participation in the procurement process.

• Since Title II planning bodies are not as defi ned in the legislation, their setup is more diverse 
than planning councils. Title II bodies are shaped primarily by the Title II grantee. They may 
be incorporated bodies with responsibility not only for needs assessment and planning, but—
unlike planning councils—also for procurement and contract management. In some areas, a 
separate local lead agency fulfi lls those roles or the State may serve as lead agency. 

These variations have implications for what structures can be used and responsibilities 
undertaken, particularly with regard to allocations and contracting.

Benefi ts of Coordination
Experience with collaborative and merged planning bodies shows that many types of 

cooperative activities can be implemented.* 

• Joint needs assessments. Variations include use of a single needs assessment to cover both 
Title I and Title II; EMA and State collaboration in conducting a joint needs assessment, with 
EMA responses separated out for use in planning; use of State-developed needs assessment 
methodologies; or coordinated review of past needs assessments. Planning bodies need not 
merge to make this happen and can remain separate but use a single committee to conduct 
the needs assessment.

• Allocation of funds across titles and funding streams. A coordinated allocations system to 
disseminate funds can occur through a shared system or a combined planning body. 

*  The fi ndings presented are from a HRSA/HAB Offi ce of Science and Epidemiology (OSE) study on challenges of coordination 
and ways to overcome them. The study included three sites with a merged, single planning body (Austin, TX; Kansas City, MO 
and KS; and Sonoma County, California) and three sites with separate but coordinated planning bodies (New Haven, CT; San 
Diego, CA; and San Antonio, TX). Portland, OR was examined as a site with emerging coordination.
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• Uniform State and local reporting systems and unifi ed management information 
systems. Uniform reporting requirements can be developed for use by all CARE Act providers, 
or the State can support common data collection and management systems that better 
support use of CAREWare and preparation of the CARE Act Data Report (CADR), whose use is 
required by all CARE Act grantees.

• Reduced duplication of provider contracts. A single request for proposals (RFP) process can 
be used for the two titles so that a provider has just one contract for any type of service. 

• Joint service guidelines (e.g., case management guidelines) and provider training. Such 
efforts are especially benefi cial for providers funded under both titles.

• Equity in access to services across areas. A funding formula can adjust for award of Title 
II funds to counties outside the EMAs, or a parity formula can seek to equalize per capita 
spending from Title I and Title II streams. Some EMAs contribute Title I funds to the State 
ADAP, increasing the number of drugs in the formulary and the number of clients served.

• Coordination of Services. For example, clients in an EMA might be served by State-supported 
providers, such as a statewide case management system. 

Challenges of Coordination and Lessons Learned
HRSA/HAB has identifi ed the following challenges faced by planning bodies seeking to 

enhance collaboration. Many have been successfully addressed.

• Variations in service boundaries complicate joint planning activities. Mergers often change 
and sometimes increase the size of the service area. This can complicate planning tasks like 
needs assessment and priority setting.

• Multi-State EMAs planning body coordination. A merged planning body comprising a Title 
II planning body and multi-state EMA requires Title II representatives to become familiar with 
issues faced by interstate EMAs. Procedures may be needed to ensure geographic membership 
representation, develop intergovernmental agreements, and in some cases arrange for more 
than one administrative agency as a way to disburse funds effi ciently throughout multiple 
jurisdictions. Specifi c arrangements may be needed to address such issues as contributions 
to the State ADAP and differing State licensing and regulatory requirements for services such 
as home care and ambulatory care. Perhaps the greatest challenge is to ensure that needs 
assessment and planning consider differences in health care delivery and Medicaid programs. 
Multi-State EMAs may want to collaborate with consortia located in each State because they 
bring valuable expertise in State-specifi c issues, which can be fed back into a larger planning 
body effort.

• Allowable uses of funds may vary. Members of combined planning bodies need to know 
what services can be funded from which streams.
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• A merged planning body might focus on the strictest requirements. This can include 
such areas as priority setting, resource allocation, fundable services, and quality management 
programs. If Title I is stricter about allowable services to be funded, those criteria need to be 
followed when allocations start. Conversely, if a State has implemented more stringent case 
management standards of care, an EMA may need to adopt those. 

• Financial resources carry infl uence. The planning body that brings the most money to 
the merger is likely to expect to exert considerable infl uence in decision making. Usually, 
planning councils allocate more funds than Title II planning groups, although some control 
signifi cant State funding for HIV/AIDS services. Planning can ensure that major activities refl ect 
the perspectives of both titles, such as needs assessments and priority-setting processes that 
account for both titles.

• Mergers may affect planning body membership representativeness and refl ectiveness. 
The membership of a consolidated body must maintain/enhance its diversity and PLWH 
involvement. If the bodies are fully merged, then the combined planning body’s membership 
must be at least 33 percent unaligned PLWH and include individuals from all the categories 
specifi ed in the Title I legislation. Ensuring rural representation is also a challenge. The 
planning body needs to be large enough to represent the membership of both Title I and Title 
II programs but small enough to be manageable. In order to minimize membership issues, 
different committees within the planning body may need to serve as the offi cial planning 
council or Title II planning body so that the membership is not fully merged.

• Maintaining provider involvement and minimizing potential confl ict of interest. A 
combined planning body may have a smaller proportion of providers than separate groups. 
In several sites, provider caucuses have been established, including sub-caucuses of specifi c 
providers like case managers. They can meet regularly, provide recommendations to the 
planning body, and in some locations elect representatives to serve on the consolidated 
planning body.

• New protocols may need to defi ne relationships among the planning body, State, and 
HAB/DSS. For example, HAB/DSS generally communicates with Title II planning bodies 
only through grantees and would not visit them without fi rst informing the State. However, 
a merged planning body is also a planning council, and HAB/DSS regularly communicates 
directly with—and visits—planning council co-chairs.
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ONE APPROACH TO COORDINATION: MERGER AND CONSOLIDATION

While HAB/DSS expects Title I and II planning bodies with common service areas to collaborate, 
there is no preferred or best model. Planning bodies with overlapping geographic areas are 
encouraged to explore the feasibility of consolidation among other options for effective 
enhancing coordination. Merged planning bodies have been an effective means of integrating HIV 
activities in some communities but have been less successful in others. 

AUSTIN: A MERGED CONSORTIUM AND PLANNING COUNCIL

When Austin became an EMA in 1994, the community had an HIV consortium and an HIV 
commission. These two bodies met with representatives from the Mayor’s office (the CEO) to 
discuss establishment of the new planning council and decided that the efficient path would 
be to combine responsibilities with their existing bodies. The Austin Area Comprehensive HIV 
Planning Council was created as a single body that fulfills three roles: the Title I planning 
council, the Title II consortium, and the city/county HIV commission.

Benefits of this combined group relate to overlapping duties in needs assessment, priority 
setting, and organization and delivery of services. Having one set of priorities and one 
comprehensive plan that applies to all funding streams—CARE Act Title I and Title II, HOPWA, 
State, city and county—results in better coordination of funds and reduced duplication of effort.

In addition to joint planning bodies, Austin has one administrative agency. The Austin-
Travis County Health and Human Services Department, which administers Title I, Title II and 
seven other Federal and State HIV-related grants. With a single administrative agency, the 
procurement process is simplified. The planning council identifies needs and allocates funds 
from the various funding streams by service category. The administrative agency issues a 
single RFP for Title I and Title II as well as the State health and social services grant. A single 
RFP minimizes the workload of the administrative agency and of community providers, who have 
more time to provide services because they need not respond to multiple RFPs. One external 
grant review panel evaluates proposals from numerous agencies for all the service categories. 
Once that process is completed, the administrative agency decides which funding sources are 
best used for each award. Where possible, providers are supported by a single funding stream, 
so they prepare only one quarterly report. A single database for all services enhances data 
reporting and provider and contract monitoring, while reducing the administrative workload.
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AN ALTERNATIVE APPROACH: COLLABORATIVE BUT SEPARATE BODIES 

Merger or consolidation of Title I and Title II planning bodies may not always work, but other 
approaches exist for coordinating activities.  They include: one planning body functions as a 
subgroup of the other; separate groups collaborate on specific activities; and separate bodies 
exist and share information and communicate. 

SAN DIEGO: COOPERATION BETWEEN A CONSORTIUM AND A PLANNING COUNCIL

San Diego’s collaboration developed through a gradual process of building trust and developing 
opportunities for collaboration, beginning in 1991. Consumer involvement was the catalyst. The 
Title I planning council, created under the auspices of the county, was perceived as exclusive 
and not reflective of the HIV community. The Title II consortium was formed as a community- 
and consumer-based group. Events forced both groups to share responsibility for funding 
several programs, which was solidified in a memorandum of understanding that laid the 
foundation for a successful partnership.

The agreement spelled out a philosophy for working together and encouraging community and 
consumer input to provide the best possible continuum of HIV services, prevent duplication, and 
maximize resources. During the next year, the two groups began combining needs assessment, 
planning activities, and decision making for prioritization of services and resource allocations. 
Title I and Title II funds were also pooled for joint decision making. San Diego now has a joint 
planning and allocations process. Decisions to fund a service category are made and then a 
process occurs to decide which services will be funded from which title.

The planning council and consortium share two important committees. The planning committee 
has co-chairs from each group and is responsible for joint needs assessment and planning. The 
consumer committee coordinates consumer representation and involvement. In addition to joint 
activities through these two committees, multiple opportunities are provided for consumer and 
community involvement at combined meetings of Title I and Title II groups every year.
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Introduction

Federally funded HIV/AIDS prevention and HIV/AIDS care both use planning—and planning 
groups—to assess needs in their respective realms and develop plans on how to respond. 
Hundreds of care and prevention planning bodies operate throughout the nation for this purpose. 
Most do so independently, in part because they are separately legislated. On the prevention side 
are Community Planning Groups (CPGs), which plan HIV prevention, for those at risk and already 
infected, to prevent infection and its further spread. They operate through State and local health 
departments and their communities, under guidance from the Centers for Disease Control and 
Prevention (CDC). On the care side, planning is through CARE Act Title I and II planning bodies, 
funded through the Health Resource and Service Administration (HRSA), HIV/AIDS Bureau (HAB). 

Although distinct, both care and prevention planning have common characteristics, providing 
a basis for collaboration. Adding to this interest are the CARE Act Amendments of 2000, which 
includes provisions that seek to link PLWH into care by bringing prevention and care closer 
together. They include eligibility for Title I and Title II funding of early intervention services 
(EIS) (with HIV counseling and testing being part of EIS); outreach (to identify people who may 
need care); and requirements for better links across HIV/AIDS prevention and care systems. 
Coordination of care and prevention planning can help bridge gaps across prevention and care 
and thus help individuals learn their HIV status and enter care if infected. This need is evident 
given national surveillance data on the estimated 850,000 to 950,000 Americans who are thought 
to be living with HIV disease. Of these, about 670,000 Americans know they are infected, while 
another 180,000 to 280,000 have the virus but do not know it. About one-third of those who 
know their status (an estimated 233,000) are not receiving regular HIV-related health services.*

Shared features of care and prevention planning provide a solid foundation for coordination in 
planning. Both prevention and care planning are based on the principle of inclusive participation, 
and each conducts such planning tasks as preparation of epidemiologic profi les and needs 
assessments. Frequently, public agency staff and providers working in care and prevention serve 
on both planning bodies. Sometimes this membership overlap is the only direct connection 
between care and prevention planning. 

3 Section VII

Care/Prevention Collaborative Planning

*  These statistics were presented by CDC offi cials at the Ninth Conference on Retroviruses and Opportunistic Infections in Seattle 
in February 2002, based on projections using national surveillance data.
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Some communities have taken steps to more closely link their planning activities, either 
formally or informally. Efforts range from information sharing (often facilitated by people who 
serve on both planning bodies) to formal collaboration on planning tasks such as preparation of 
a single epidemiologic profi le, combined resource inventory, or joint needs assessment activities. 
Some have merged their care and prevention planning bodies, in whole or in part through 
subcommittees. The benefi ts can include better use of planning resources (e.g., compiling data at 
a single point in time, fewer planning meetings) and better services.

Legislative Background

The CARE Act requires Title II to work with HIV prevention under the following provisions. They 
include coordination in planning and service delivery—the latter being made possible through 
collaborative planning.

Planning Body Membership
Planning body requirements for States are outlined in Section 2617(b)(6) require them to 

engage in “a public advisory planning process” to secure broad input in the development and 
implementation of the comprehensive plan from PLWH, providers, other CARE Act entities, and 
other agencies, similar to those outlined for Title I planning councils (e.g., PLWH, health and social 
service providers, HIV prevention programs, other payers).

Title II planning body requirements are also outlined for consortia. Section 2613 requires the 
consortium membership to be inclusive in terms of (1) agencies with experience in HIV/AIDS 
service delivery and (2) populations and subpopulations of persons living with HIV disease (PLWH), 
who are refl ective of the local incidence of HIV. Section 2613(c)(2) also provides for additional 
involvement by diverse perspectives by requiring consortia, in establishing their service plans, to 
demonstrate that they have consulted with PLWH, the public health agency or other entity(ies) 
providing HIV-related health care in the area, at least one community-based AIDS service provider, 
Title II grantee, Title IV grantees or organizations with a history of serving children, youth, women, 
and families with HIV, and entities such as those required to be represented on Title I planning 
councils (e.g., PLWH, health and social service providers, HIV prevention programs, other payers).

Priority Setting and Resource Allocation
Section 2617(b)(4)(A) calls for States to “establish priorities for the allocation of funds within 

the State based on, in part:

“(ii) availability of other governmental and non-governmental resources, including the State 
medicaid plan under title XIX of the Social Security Act and the State Children’s Health Insurance 
Program under title XXI of such Act to cover health care costs of eligible individuals and families 
with HIV disease;
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Comprehensive Planning
Section 2617(B)(4)(c) requires States to “develop a comprehensive plan for the organization 

and delivery of health and support services” to be funded under Title II that, in part—

 (C) includes a strategy to coordinate the provision of such services with programs for HIV 
prevention (including outreach and early intervention) and for the prevention and treatment of 
substance abuse (including programs that provide comprehensive treatment services for such 
abuse);

Coordination of Services
Section 2617(B)(4)(c) requires States to “develop a comprehensive plan for the organization 

and delivery of health and support services” to be funded under Title II that, in part—

“(C) includes a strategy to coordinate the provision of such services with programs for HIV 
prevention (including outreach and early intervention) and for the prevention and treatment of 
substance abuse (including programs that provide comprehensive treatment services for such 
abuse);

(E) provides a description of the manner in which services funded with assistance provided 
under this part will be coordinated with other available related services for individuals with HIV 
disease; and

(F) provides a description of how the allocation and utilization of resources are consistent with 
the statewide coordinated statement of need (including traditionally underserved populations and 
subpopulations) developed in partnership with other grantees in the State that receive funding 
under this title….”

Section 2611(b) discusses the provision of funds “for the purpose of providing health and 
support services to infants, children, youth, and women with HIV disease, including treatment 
measures to prevent the perinatal transmission of HIV.” Such funds must total “not less than the 
percentage constituted by the ratio of the population involved (infants, children, youth, or women 
in such area) with acquired immune defi ciency syndrome to the general population in the State of 
individuals with such syndrome.” Section 2611(b)(2) suggests coordination in determining use of 
Title II funds for these populations in allowing for a waiver of this requirement if “the population 
is receiving HIV-related health services through the State Medicaid program under title XIX of the 
Social Security Act, the State children’s health insurance program under title XXI of such Act, or 
other Federal or State programs.”

Section 2612(c) permits the use of Title II funds for “early intervention services” for individuals 
with HIV disease. It specifi es entities “through which such services may be provided,” which 
include an array of substance abuse, mental health, homeless services, and other providers. 
Section 2617(b)(6)(G) requires that a Title II application include assurances that entities that 
receive funds under a Title II grant “will maintain appropriate relationships with entities in the 
eligible area served that constitute key points of access to the health care system for individuals 
with HIV disease.” These entities include an array of substance abuse, mental health, homeless 
services, and other providers.
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HAB/DSS Expectations 

HAB/DSS expects Title II to coordinate with prevention planning bodies and programs in the 
areas of planning body membership, conducting planning activities (e.g., needs assessments), and 
service delivery coordination (e.g., early intervention services, outreach), as follows.

Planning Body Membership
As called for in the CARE Act, HAB/DSS expects Title II planning bodies to include Federally-

funded HIV prevention programs as members. 

Planning Activities
HAB/DSS expects CARE Act Title I and Title II planning bodies to coordinate their needs 

assessment and priority setting activities with CDC’s HIV prevention community planning groups. 

Planning of Services 
Points of Entry. HAB/DSS expects Title II programs and funded providers to establish and 

maintain formal, written relationships with points of entry into care—places where people 
with HIV who are not in care are likely to be found. Through proactive and ongoing service 
coordination can Title II programs identify people who know their status but are not receiving care 
and provide reliable referral channels to get them into the HIV/AIDS service system. (See the EIS 
chapter in this manual for more information on points of entry.)

FEDERAL AGENCY COORDINATED PLANNING 

The CARE Act requires coordination efforts at the Federal agency level designed to 
enhance the continuity of care and prevention services. Section 2675 specifies the 
following:

“(a) Requirement.—The Secretary shall ensure that the Health Resources and Services 
Administration, the Centers for Disease Control and Prevention, the Substance 
Abuse and Mental Health Services Administration, and the Health Care Financing 
Administration [now the Center for Medicare and Medicaid Services or CMS] coordinate 
the planning, funding, and implementation of Federal HIV programs to enhance the 
continuity of care and prevention services for individuals with HIV disease or those at 
risk of such disease. The Secretary shall consult with other Federal agencies, including 
the Department of Veterans Affairs, as needed and utilize planning information 
submitted to such agencies by the States and entities eligible for support.”

“(b)  Report—The Secretary shall biennially prepare and submit to the appropriate 
committees of the Congress a report concerning the coordination efforts at the 
Federal, State, and local levels described in this section, including a description of 
Federal barriers to HIV program integration and a strategy for eliminating such barriers 
and enhancing the continuity of care and prevention services for individuals with HIV 
disease or those at risk of such disease.”
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Outreach. Coordination between care and prevention should occur in the planning and delivery 
of local HIV outreach programs designed to identify people with HIV disease and help them learn 
about their HIV status and enter care. HRSA/HAB requires that outreach programs funded through 
the CARE Act be planned and delivered in coordination with local HIV-prevention outreach programs 
and be targeted to populations known to be at disproportional risk for HIV infection. Outreach 
should be provided at times and in places where there is a high probability that HIV-infected 
individuals will be reached.

Early Intervention Services. If there is a shortage of early intervention services (EIS), including 
counseling and testing and referral services, then the planning body may prioritize and allocate 
resources to such services. It should ensure that such funds supplement and do not supplant existing 
funds by doing an inventory of existing services as part of its planning process. Planning related to 
EIS will benefi t greatly from communication and cooperation with the CPG. 

Reducing HIV Perinatal Transmission. Coordinated planning should occur in developing 
outreach activities that target women of childbearing age in order to reduce HIV perinatal 
transmission rates. HAB/DSS expects Title II to ensure that HIV-infected pregnant women have 
access to therapy that will reduce the likelihood of HIV transmission to newborns. There should be 
a coordinated effort to reach them through HIV education programs, counseling and testing sites, 
and other community locations. Similarly, CPGs are expected to plan for counseling and testing of 
pregnant women at risk for HIV and to arrange procedures to ensure that women found to be HIV-
positive are referred immediately to appropriate care settings. Care programs need to work with 
prevention programs to ensure that women at risk have accurate information about the effectiveness 
of perinatal treatment and the importance of obtaining treatment early in their pregnancy.

*  See CDC’s HIV Prevention Community Planning Guidance: Essential Elements of a Comprehensive HIV Prevention Plan, available 
at http://www.cdc.gov.

CDC EXPECTATIONS FOR COLLABORATIVE PLANNING

Since guidance for HIV prevention community planning was issued in 1993, 
CDC has stated the need for collaboration and information sharing between 
prevention and care planning bodies. Prevention and care planning bodies are 
expected to be aware of each other’s activities and identify opportunities 
for collaboration. CDC recognizes that collaboration can occur in many 
ways, including fully merged joint processes, shared membership, cooperative 
activities, and/or information sharing. CDC guidance suggests but does 
not require that, when appropriate, its grantees consider merging their 
prevention planning activities with those of other local planning bodies 
that are already in place. Subsequent CDC guidances have asked CPGs for 
descriptions of mechanisms they are using to coordinate HIV prevention 
planning with other planning activities, particularly CARE Act Title I and 
Title II, STD, and TB planning.*
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Comparing CDC HIV Prevention and Title I/II Care Planning 

Care and prevention planning have several common elements. Understanding them can 
help Title II identify potential areas for working together. Among these features (outlined in the 
chart below) is the use of community planning processes that emphasize inclusive planning 
body representation refl ecting the demographics and trends of the local epidemic. Both also 
require needs assessments that involve epidemiologic profi les, identifi cation of target populations, 
resource inventories of service providers, and estimates of the unmet need for particular types of 
services. Both use needs assessment results to establish service priorities that address identifi ed 
needs, and both require comprehensive plans. In addition, both include provisions for evaluation.

Care and prevention planning groups also differ in their duties. For prevention, CPGs set 
program priorities through their comprehensive HIV prevention plans, while health departments 
have sole responsibility for allocating resources to identifi ed priorities. Under the CARE Act, States 
not only set priorities but also allocate resources across defi ned service priorities. 
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Responsibility Title II HIV Prevention
Community Planning Groups

Needs 
Assessment

Needs assessment must include 
determination of the size, demographics, 
and needs of the population living with 
HIV disease. This includes special attention 
to the following: determining the unmet 
needs of individuals who know their HIV 
status and are not in care; coordination 
with programs for HIV prevention and the 
prevention and treatment of substance 
abuse; links with outreach and Early 
Intervention Services; and determination 
of capacity development needs. The needs 
assessment requires obtaining input on 
community needs through methods such 
as public meetings, focus groups, and 
surveys. 

Needs assessments examine the 
present and future HIV epidemic 
and existing community resources 
(e.g., fi scal, personnel, and 
program resources from public, 
private, and volunteer sources).

Priority Setting States establish priorities for the 
allocation of funds with consideration to 
size and demographics of the population 
with HIV disease, availability of other 
governmental and non-governmental 
resources, capacity development 
needs resulting from disparities in the 
availability of HIV-related services in 
historically underserved communities and 
rural communities, and the effi ciency of 
the administrative mechanism of the State 
for rapidly allocating funds to the areas of 
greatest need within the State. 

Planning groups identify 
HIV prevention needs and 
identify specifi c high priority 
interventions and strategies 
to address needs by defi ned 
populations.

Comprehensive 
Plan

States develop comprehensive plans for 
the organization and delivery of health 
and support services. Plans must include 
a strategy for identifying individuals 
who know their HIV status and are not 
in care and helping them enter care, and 
a strategy to coordinate services with 
HIV prevention and substance abuse 
prevention and treatment.

Planning groups develop a 
comprehensive HIV prevention 
plan.

Evaluation States are required to assess the effi ciency 
of the administrative mechanism in 
terms of rapidly allocating funds to areas 
of greatest need within the State. At 
their discretion, they may also assess the 
effectiveness of services offered to meet 
identifi ed needs. States and consortia 
should also evaluate the effectiveness 
of the planning process as part of 
the evaluation of the administrative 
mechanism.

Planning groups evaluate the 
effectiveness of the planning 
process.
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Examples of Coordination

Coordination may occur in planning (such as membership and planning tasks like needs 
assessments) and in service delivery. When care and prevention planning bodies agree to work 
together, they typically benefi t from the development of a memorandum of agreement (MOA) 
or other written document describing what and how collaboration will occur. The MOA should 
identify specifi c areas for collaborative planning, call for regular meetings of leaders and/or staff 
from prevention and care planning bodies, specify other communications as appropriate, establish 
links between counseling and testing sites and care services, and detail other areas of cooperation. 
Expectations for both groups should be clearly stated. 

Following are examples of coordination.

ABOUT CDC’S HIV PREVENTION COMMUNITY PLANNING 

A total of 65 State, local, and territorial health departments have 
cooperative agreements from the CDC for HIV prevention planning and 
service delivery. CDC requires each grantee to convene at least one HIV 
Prevention Community Planning Group (CPG). CPGs are responsible for 
comprehensive HIV prevention planning, including the following:
• Assessing the epidemic in their jurisdiction 
• Identifying HIV prevention needs 
• Identifying interventions and strategies to address priority needs, and 
• Developing comprehensive HIV prevention plans.

Each CPG’s membership must be representative of the HIV epidemic and 
reflect epidemiologic trends in its area. CDC allows grantees flexibility 
to determine the most appropriate structure for conducting prevention 
planning. Some have formed regional planning groups in addition to, or 
instead of, a single statewide planning group. Over 200 local and regional 
CPGs conduct comprehensive HIV prevention planning to guide prevention 
funding in their areas. 

To learn more, see CDC’s Guidance on HIV Prevention Community Planning on 
the CDC website at http://www.cdc.gov/hiv/pubs/hiv-cp.htm. 
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Planning Body Membership
Communication between care and prevention planning groups often occurs through 

overlapping membership. Such shared membership is common. Membership categories likely 
to bring background in both areas include PLWH, staff of AIDS service providers, and health 
department representatives (including epidemiologists).

Planning groups have formally structured overlapping membership by designating 
membership slots for representatives of the other planning body. Some encourage leaders of each 
planning body to serve as ex offi cio (non-voting) members of the other body.

Since the CARE Act requires planning body membership to include “grantees under 
other Federal programs, including but not limited to providers of HIV prevention services,” a 
representative from the CPG might serve this role. HAB/DSS encourages planning bodies to 
consider having direct CPG representation on the planning body. In addition, CPG members can 
join planning body committees or task forces. Similarly, one or two active planning body members 
might serve on the CPG and/or its committees, particularly those that address areas of common 
concern such as needs assessment and HIV counseling and testing.

Joint Meetings 
Joint meetings (regularly scheduled or special sessions) between prevention and care planning 

representatives can provide a forum for enhanced collaborative planning. They can take several forms:

• Regular Meetings. Ongoing leadership dialogue and collaborative thinking can occur through 
monthly meetings between chairs of the Title II planning group and co-chairs of the CPG. 
Agendas for meetings might include issues such as the continuum of care, planning outreach 
activities, funding and policy issues, and preparation of joint epidemiologic profi les and other 
needs assessment tasks.

• Coordinated Meetings. In some places, the two planning bodies are separate entities but 
share meeting dates and locations. Monthly meetings might have one group meeting in the 
morning and the other after lunch. This often works well given overlapping membership and 
lessened travel time, particularly in geographically large areas.

• Subcommittees or Task Forces. A number of planning groups have convened subcommittees, 
task forces, or ad hoc groups to address specifi c planning issues or coordinate joint efforts. For 
example, a CARE Act planning body might develop an HIV prevention subcommittee to help 
ensure that its plan adequately addresses coordination between care and prevention services.

• Special Forums. Sometimes conference sessions are for care and prevention representatives to 
meet, present their activities, and share successes/barriers.

Needs Assessment 
Some aspects of needs assessment benefi t from joint efforts, like resource inventories and 

epidemiologic profi les. Others are best done separately (e.g., priority setting). Generally, where 
the needs assessment’s target audiences and/or methodologies correspond, activities are more 
readily conducted jointly. If many providers in the community conduct both care and prevention 
activities, joint needs assessment work is more practical. At a minimum, groups can share data 
tools and ideas on how to do a needs assessment (e.g., sampling, survey development).
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Epidemiologic Profi les. Much of the data contained in an epidemiologic profi le (e.g., number 
of AIDS cases, HIV infection cases, transmission categories and demographics of HIV and AIDS 
cases, STD and TB data) are equally important to HIV prevention and care planning. Epidemiologic 
profi les are usually compiled by the same State or local health department staff and thus might be 
more effi ciently prepared at one point in time. 

Various States and EMAs have worked collaboratively on epidemiologic profi les. Among their 
insights are the following:

• Certain epidemiologic data items are useful for both care and prevention. For example, STD 
data can serve as a measure for targeting both HIV counseling and testing and HIV care early 
intervention activities. Identifying common items is a basis for collaboration.

• Certain epidemiologic data items may be used only in prevention or care planning (e.g., for 
care, estimates on the number of PLWH at various CD4 levels serve as a marker for service 
demand).

• Some State and local health departments take the initiative to develop a regional or local 
epidemiologic profi le that is shared with both care and prevention planning bodies. The 
usefulness of such a profi le can be enhanced by having a State or local epidemiologist provide 
technical assistance to both care and prevention planning bodies on the development and 
analysis of the profi le. 

• Jurisdictions differ in terms of data availability, public health infrastructures, and approaches 
to planning. This can complicate agreeing on how to develop a single care/prevention 
epidemiologic profi le. This can be addressed by limiting the amount of data compiled and 
focusing on ensuring that all data are interpreted and presented in user-friendly charts and 
graphs. 

• In regular meetings involving care and prevention planning bodies and health department 
offi cials, participants can establish a common language (e.g., defi ning outreach and secondary 
prevention) and process, identify data useful to both groups, share data and methods of 
presentation, and discuss issues of common concern such as data availability.

Resource Inventories. Resource inventories help catalogue existing services in a community. 
In their basic format, they describe agency services, number and types of clients served, and 
funding. In such cases, it may be effi cient to prepare the inventory jointly, particularly where 
many providers offer both prevention and care services. This might entail use of a single survey 
form or compilation from a State HIV/AIDS hotline directory. When the inventory becomes more 
specifi c and attempts to include information such as an assessment of service quality ( i.e., when it 
becomes a provider profi le of capacity and capability), a joint effort may be harder to achieve. At 
the least, sharing of mailing lists and contact information can occur. 
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Merged Planning Bodies
Some areas have merged their prevention and care planning bodies, which has enabled them 

to share membership recruitment and needs assessment activities and enhance coordination 
between care and prevention planning. Often, such mergers retain separate committees to 
address care and prevention planning in greater detail. Committees are typically responsible for 
priority setting in their care or prevention area, which is harder to merge. 

Separate committees have been created when planning body members voiced concerns that 
prevention planning was not receiving an appropriate level of attention and commitment. Some 
feared that urgent care and treatment needs were overshadowing the planning body’s focus on 
prevention planning.

Mergers between Title II planning bodies and CPGs have occurred in several States. Facilitating 
factors include the rural character of the State, the existence of a fairly limited number of AIDS 
service organizations, and a public health system that is State-coordinated under a regional structure.

Referral Arrangements 
Planning can result in the establishment of referral arrangements to help move people 

from prevention to care. Examples include written “points of access” agreements and other 
arrangements that coordinate outreach and link them with primary care facilities. All States must 
establish written agreements with entities that serve as key points of entry into HIV care. Many 
States and individual providers have long had such arrangements. Among the most valuable types 
of arrangements are those that:

EPIDEMIOLOGIC PROFILES: 
COMMON APPROACH FOR CARE AND PREVENTION

A joint epidemiologic profile format for use by CARE Act planning bodies and 
CPGs was developed in 2002 by HRSA and CDC. See Integrated Guidelines 
for Developing Epidemiologic Profiles for HIV Prevention and Ryan White CARE 
Act Community Planning, 2002.

In addition, CDC and HRSA work together on many data projects that 
support both care and prevention planning (see http://hab.hrsa.gov). 
HRSA provides CDC with data on grantee and contractor locations and 
characteristics. CDC provides HIV/AIDS prevalence data to EMAs and 
States to assist with their grant application processes and to inform Title 
I and II formula allocations. The two agencies jointly fund efforts to provide 
estimates of the number of persons with HIV in EMAs located in States that 
do not have HIV reporting. CDC is also working with HRSA to develop methods 
and technical assistance for estimating unmet need in EMAs and States.
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• Involve meetings and cross training between care and prevention staff so that they develop 
personal relationships and understand the scope of work of the other group

• Enhance attention to HIV prevention by agencies focused on other service issues (such as 
substance abuse treatment programs that provide HIV education) to ensure that all their 
clients are aware of treatment options and new advances in medications

• Provide model approaches and assistance to prevention entities so they can encourage 
individuals considered at high risk to get tested

• Ensure that staff at points of entry have specifi c information about available services and how 
to make referrals and follow-up on them, and

• Provide regular orientation, training, and written summary information so that new staff are 
aware of referral resources and can make appropriate referrals based on the characteristics of 
clients.

Technical Assistance
Since a number of planning activities are similar regardless of whether conducted for care 

or prevention planning, technical assistance (TA) can be delivered effectively in a standardized 
manner. However, some tailoring may still be necessary in responding, for example, to legislative 
requirements specifi c to care or prevention. 

TA areas that may be addressed similarly include the following:

• Compiling and interpreting epidemiologic profi les

• Confl ict resolution

• Grievance procedures, and

• Establishing the planning body.

Initiating Collaboration: Key Questions to Address

Planning bodies considering either beginning or expanding collaborative planning should start 
with the following questions, which can be addressed in initial meetings with representatives of 
both care and prevention planning bodies. Determine what needs to be accomplished, whether 
it seems feasible, what challenges can be expected, and how best to begin working together. Be 
realistic: recognize that effective coordinated planning requires time and effort.

The following questions and answers are based on the experience of other groups. 

1. What is care/prevention collaborative planning? 

The continuum of collaborative planning ranges from basic information sharing to 
establishment of a single, integrated planning process ( i.e., merging of care and prevention groups 
into a joint planning body). Many other joint activities fall between these extremes, such as:
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• Development of a single epidemiologic profi le

• Preparation of a joint resource inventory

• Cooperation on other components of a needs assessment 

• Development of formal linkages between prevention and care providers, and

• Development of plans for specifi c joint activities, such as collaborative outreach, a referral 
process linking HIV counseling and testing sites and primary health care facilities, or an 
initiative focusing on preventing perinatal transmission.

2. Why undertake collaborative planning—what are the benefi ts?

Collaborative planning can create multiple benefi ts related to savings in time, resources, and 
effort, and improved plans that contribute to a continuum of prevention and care that better 
meets community needs. If you are considering collaborative planning, decide what benefi ts are 
most important to you. For example, EMAs and States have found that collaborative planning can:

• Reduce meeting time for individuals who serve on both care and prevention planning bodies

• Lead to a single epidemiologic profi le that is more comprehensive and also reduce the 
workload of health department staff who would otherwise have to prepare two different 
profi les

• Reduce time and costs for needs assessment by avoiding duplication of effort by planning 
body members, staff, and consultants

• Improve linkages between prevention and care so that the continuum of care—from primary 
prevention through services for people with HIV—is fully developed and referral relationships 
are improved

• Help infected individuals learn their HIV status earlier and get them into care without delay, 
thus reducing unmet need for services and improving long-term health outcomes

• Improve secondary prevention efforts, including prevention of HIV perinatal transmission, and

• Encourage providers involved in one aspect of HIV to become involved in the other, thus 
increasing care and prevention capacity. 

3. What are the obstacles to collaborative planning? 

Many factors discourage collaborative planning. Some are initial barriers that can be 
quickly overcome. Some are more serious and may make some kinds of collaboration diffi cult. 
Collaboration is most likely to be successful if planning bodies identify and directly address 
potential barriers rather than ignoring or minimizing them. Among the barriers are:

• Concerns about the time and effort required. Planning body members often feel 
overburdened and unable to expand their work to adequately address both prevention and 
care issues. This is a particular concern for planning groups considering a merger into a single 
care/prevention entity. 
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• Concern by planning body members that collaboration will be too broad and therefore 
not successful. This concern tends to be reduced where initial collaboration addresses specifi c 
planning tasks. For example, rather than beginning with a total shared needs assessment, the 
two bodies might want to collaborate on a shared resource inventory.

• Fear that prevention will receive reduced attention. Some members of CPGs are concerned 
that, in collaborative planning, care might overshadow prevention because there are usually 
more care dollars to allocate and decision makers might focus more on care.

• Different perspectives of planning bodies. The two planning processes require many similar 
skills but also some different perspectives that may not cross over well. For example, primary 
care personnel typically focus on care, while educators may focus more on prevention issues. 
Establishing a merged planning body or joint needs assessment committee that provides the 
whole range of skills and experience can mean a large an unwieldy working group.

4. What factors encourage collaborative planning?

Certain characteristics of communities and planning bodies seem to create an environment 
that is especially supportive of collaborative planning. For example:

• A shared interest in making the planning process more effi cient provides strong motivation 
for collaborative planning. Where many providers are involved in both prevention and care, 
the time required to support separate planning bodies and planning efforts seems particularly 
burdensome. Both prevention and care planning bodies fi nd it diffi cult to engage members 
and maintain high levels of consumer participation. The desire to reduce meeting time and 
prevent member burnout leads to a willingness to make the effort needed for successful 
collaboration.

• Leadership and commitment from key individuals can help move collaboration forward. This 
includes leaders care and prevention planning bodies, health department offi cials, the chief 
elected offi cial, and providers.

• Less populous States, rural areas, and communities with fewer HIV/AIDS cases tend to have 
fewer agencies and less complicated HIV/AIDS care and prevention systems. With fewer 
providers to involve in community planning, collaboration is easier to arrange—particularly 
when the same providers are doing both care and prevention work. 

• Collaboration is often easier where public health systems are well linked at the State and 
local levels (e.g., in States where local public health departments are branches of State 
government). This can create a climate of support for coordinated planning because State 
and local health department staff may work on both prevention and care, are usually well 
connected to State as well as local entities, are used to working together, and/or work 
regularly with community agencies.

Consider what factors within your area are likely to encourage and contribute to the success of 
collaborative planning.
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5. What action is needed to begin collaboration? 

Following discussion of the above questions, decide whether collaborative planning makes 
sense and, if so, what you want to do. If you decide to undertake some form of collaborative 
planning, establish a mechanism—such as a committee or task group—to further develop 
ideas and set a plan of action. This should include a time frame for carrying out specifi c 
agreed-upon planning tasks. If the State/planning body decides not to proceed at this time, 
consider establishing a time to revisit the issue. Planning needs may change and the benefi ts of 
collaborative planning may become more apparent by the next discussion.
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R E S O U R C E S

HIV Counseling, Testing, Referral Guidelines. HRSA/HAB worked with CDC in revising existing guidelines 
to increase their focus on HIV-infected persons and linking them with HIV services. See them at the 
CDC website at  http://www.cdc.gov. 

CDC Guidelines for HIV Screening of Pregnant Women. Revisions of guidelines on HIV counseling and 
voluntary testing for pregnant women, they were developed with HRSA input and stress: (1) HIV testing 
as a routine part of prenatal care, (2) simplifi cation of testing to eliminate barriers, (3) a more fl exible 
consent process, (4) provider determination of patient reasons for refusal of testing, and (5) HIV testing 
and treatment at the time of delivery for women who have not received prenatal testing and treatment. 
See them at the CDC website at  http://www.cdc.gov.

HRSA CARE/PREVENTION ACTIVITIES

HRSA has engaged in a number of care/prevention collaborative activities. 
Examples include the above guidelines (developed with both CDC and HRSA 
input), Special Projects of National Significance (SPNS) projects that 
are developing models of care, and initiatives (e.g., integrated behavioral 
and biomedical intervention addressing prevention, access, and adherence 
to therapeutic regimens; models of prevention and care for HIV-infected 
individuals). An updated listing of prevention and care activities can be found 
at the HRSA/HAB website at http://hab.hrsa.gov. 
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Introduction

The Statewide Coordinated Statement of Need (SCSN) is a mechanism for addressing key 
HIV/AIDS care issues and enhancing coordination across CARE Act programs and titles. The State 
Title II program is responsible for coordinating the SCSN, but all titles and grantees are expected 
to participate. 

Legislative Background

The SCSN has been a requirement of the CARE Act since the 1996 reauthorization. The 
State Title II program is responsible for convening the SCSN for all CARE Act grantees under the 
following provisions:

Section 2617(b)(4)(F) requires the State’s Title II application to “provide a description of how 
the allocation and utilization of resources are consistent with the statewide coordinated statement 
of need (including traditionally underserved populations and subpopulations) developed in 
partnership with other grantees in the State that receive funding” under this title.”

Section 2617(b)(5) requires “an assurance that the public health agency administering 
the grant for the State will periodically convene a meeting of individuals with HIV disease, 
representatives of grantees under each part of this title, providers, and public agency 
representatives for the purpose of developing a statewide coordinated statement of need.”

Title II programs are required to participate in the SCSN process, and use its fi ndings, under 
the following provisions: 

Section 2617(B)(4)(c) requires States to “develop a comprehensive plan for the organization 
and delivery of health and support services” to be funded under Title II that, in part— “(F) 
provides a description of how the allocation and utilization of resources are consistent with the 
statewide coordinated statement of need (including traditionally underserved populations and 
subpopulations) developed in partnership with other grantees in the State that receive funding 
under this title….”

4 Section VII

Statewide Coordinated Statement of Need
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Section 2617(b)(5) requires States to submit an application for funding that contains, in part, 
“an assurance that the public health agency administering the grant for the State will periodically 
convene a meeting of individuals with HIV disease, representatives of grantees under each part 
under this title, providers, and public agency representatives for the purpose of developing a 
statewide coordinated statement of need;”

HAB/DSS Expectations

Defi nition
The SCSN is both a process and the written product emerging from that process. It is a 

mechanism to collaboratively identify signifi cant issues related to the needs of people living with 
HIV disease (PLWH) in the State and to maximize coordination across the CARE Act titles. Based on 
that mechanism, a written SCSN is prepared and submitted to HRSA’s HIV/AIDS Bureau, Division 
of Service Systems (HAB/DSS).

The SCSN must refl ect, without replicating, existing needs assessments. The SCSN process 
should include a brief overview of epidemiologic data, existing quantitative and qualitative 
information, and emerging trends/issues affecting HIV/AIDS care and service delivery in the State. 
The SCSN must identify broad goals, cross-cutting issues, and critical gaps in services for PLWH 
throughout the State.

Process
The SCSN is convened by the State Title II program for all CARE Act grantees. HAB/DSS 

does not endorse any single approach but encourages States to develop models that meet their 
particular needs. The mechanism for developing an SCSN can be a statewide meeting or some 
other locally developed collaborative process. The chosen process, along with a list of participants, 
must be submitted to HAB/DSS by the State, along with the SCSN document.

HAB/DSS has the following additional expectations about the SCSN:

• The SCSN is an activity of equal responsibility and partnership. Title II grantees are 
responsible for convening a meeting or using another method to develop an SCSN. However, 
all programs have equal responsibility for developing and participating in the process as well 
as reviewing and approving the SCSN.

• The SCSN should be based on existing information. The SCSN is not a comprehensive 
needs assessment requirement nor is it a requirement for a comprehensive plan for HIV/AIDS 
care. For example, existing needs assessments carried out for different titles should be used 
in identifying service gaps and issues. There is no expectation of additional research or data 
collection. 

• The SCSN must identify cross-cutting service delivery gaps. It is helpful to collapse 
information from various needs assessments to identify where gaps exist. Gaps in service 
delivery may be found according to population groups, types of service, geographic areas, 
or other highlighted issues. The SCSN can assist CARE Act programs in facing new HIV/AIDS 
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challenges such as ensuring access to care for underserved populations increasingly affected by 
the epidemic and identifying HIV-positive individuals who know their status but are not in care.

• The SCSN must identify broad goals. Goals should not be prioritized but should be reviewed 
to assess the potential impact of collective program efforts. Examples of cross-cutting issues 
that might yield broad goals include managed care, bringing people into care, access to 
medications, targeting specifi c populations, and addressing the needs of underserved areas or 
populations.

• The SCSN is not intended to supersede local program-specifi c planning and priority 
setting. HAB encourages grantees to use the SCSN to support statewide HIV/AIDS planning. 

• Physical meetings are not required. Participants can develop a mechanism other than a 
physical meeting (e.g., a teleconference) to conduct an SCSN process, so long as it provides an 
opportunity for involvement and discussion by all the required participants.

• All CARE Act grantees are permitted to use administrative dollars to support travel 
and other aspects of the SCSN process. Each State should develop its own process for 
determining how expenses will be paid, with all parties deciding what resources (e.g., travel, 
lodging) are needed to support the SCSN process. 

• Consistency is critical. Each Title’s grant application guidance includes instructions on how 
each grantee’s application is expected to refl ect issues addressed in its State’s SCSN. For 
example, Title II grantees are required to demonstrate how the proposed services described in 
their supplemental grant application are consistent with the SCSN.

Participation in the Development of the SCSN
The SCSN must be developed with input from a variety of participants, including the following:

• Representatives of all CARE Act Titles funded in the State. Title I should include 
representatives from both grantees and planning councils, and Title II should include grantee 
and statewide planning body and/or consortium representatives. Also participating should be 
representatives of Title III and Title IV programs, as well as any AIDS Education and Training 
Center (AETC), Dental Reimbursement Program, and Special Projects of National Signifi cance 
(SPNS) programs operating in the State. 

• PLWH. People living with HIV disease must participate in the SCSN process, and the grantee 
application must describe their participation ( i.e., what form the participation took and how 
many PLWH were involved as a percentage of the total number of SCSN participants).

• Providers. A provider is defi ned as any individual or institution either receiving CARE Act funds 
or generally involved in the provision of health care and/or support services for PLWH.

• Public agency representatives. Public agency representatives are to be chosen at the 
discretion of the State. Agencies represented may include, but need not be limited to, 
Maternal and Child Health (MCH) Title V programs, substance abuse prevention/treatment 
agencies, mental health agencies, local/county public health departments, Medicaid 
programs, and health centers.
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Participation in More than One SCSN
EMAs that cross State boundaries may choose to work with more than one SCSN process.

Grantees that provide services in an area that straddles State boundaries or are located in 
one State but with satellite and subcontract sites in other States can choose to participate in the 
SCSN that most appropriately applies to their population based on the epidemiologic profi le of 
that entity. As a practical matter, such grantees should participate in an SCSN process in the State 
whose profi le is most consistent with their epidemic, geographic area, and treatment patterns. 

Funding for the SCSN Process
The legislation makes no specifi c reference to funding the SCSN process. The Congressional 

Conference Report accompanying the Ryan White CARE Act of 1996 “strongly encourages 
grantees under part B ( i.e., Title II) to provide the funds necessary to assure adequate and broad 
statewide participation of people living with HIV/AIDS and other representatives of historically 
underserved communities and subpopulations in the SCSN process.”

The use of CARE Act funds to assure participation in the SCSN must be consistent with each 
Title or program’s individual guidance. SCSN expenses are a legitimate administrative cost for 
which Titles I and II funds may be used. Title I planning councils may use planning council support 
funds to pay for expenses related to participation in SCSN development if this activity has been 
identifi ed as a planning council priority. Similarly, all CARE Act grantees may use administrative 
dollars to support travel and other aspects of the SCSN process if such funds are required.

Each State should develop its own process for determining how expenses will be paid. In some 
States, State-appropriated dollars pay all expenses; in other States, Title II funds pay; in still others, 
expenses are shared across programs. As long as all parties participate in reaching a decision on 
the resources needed to support the SCSN process, HAB/DSS has no preference as to how SCSN 
expenses should be covered. 

Timetable
The SCSN should be reviewed and updated as appropriate and must be updated at least 

every three years. Title II grantees are required to submit a copy of the SCSN with their grant 
applications. 

SCSN Review
HAB reviews each SCSN submitted and provides comments back to the Title II grantee. Review 

of the SCSN allows HAB/DSS to identify cross-cutting issues across jurisdictions, such as the 
following:

• Trends in the epidemic, such as increases in the rate of HIV infection among specifi c 
populations such as minorities, gay men, and women

• Need for both client-and provider-focused education on new therapies and adherence strategies

• Need for re-employment services for PLWH who return to work

• Need to understand and respond to the impact of managed care on CARE Act programs
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• Key issues affecting access to treatment for diverse populations

• Importance of access to affordable and appropriate housing (e.g., transitional housing for 
incarcerated, rental assistance for PLWH who cannot work, housing that accommodates disabilities) 

• Need for services to meet the needs of the multiply diagnosed, and

• The challenge of identifying people who know their status but are not in care—and getting 
them into care.

R E F E R E N C E S

Health Resources and Services Administration (HRSA), 
HIV/AIDS Bureau (HAB). Ryan White CARE Act Title I and II 
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HRSA, HAB. SCSN Program Guidance. 1997.

HRSA, HAB. “SCSN.” CARE Act Technical Assistance Call 
Report. Rockville, MD: U.S. Department of Health and 
Human Services, 1997. 



Section VIII

SECTION OVERVIEW

1 NEEDS ASSESSMENT 

2 PRIORITY SETTING AND RESOURCE ALLOCATION

3 COMPREHENSIVE PLAN 

4 EARLY INTERVENTION SERVICES

5 QUALITY MANAGEMENT 

6 COST EFFECTIVENESS

7 MANAGED CARE AND HIV DISEASE

8 RURAL HIV/AIDS SERVICE NEEDS

Program Guidance

RYAN WHITE CARE ACT TITLE II MANUAL



1RYAN WHITE CARE ACT TITLE II MANUAL

Introduction

CARE Act needs assessment is a process of collecting information about the needs of persons 
living with HIV disease (PLWH)—both those receiving care and those not in care. Steps involve 
gathering data—from multiple sources—on the number of HIV and AIDS cases, the needs of 
PLWH, and current resources (CARE Act and other) available to meet those needs. This information 
is then analyzed to identify what services are needed.

Needs assessment is an interconnected part of other CARE Act planning tasks. Results from 
the needs assessment should be used in setting priorities for the allocation of funds, developing 
the comprehensive plan, and crafting the annual implementation plan and specifi c strategies 
it outlines for addressing needs. Needs assessment results can also provide baseline data for 
evaluation and help providers improve services.

Needs assessment steps include identifying:

• Data on HIV Cases and AIDS Cases. HIV/AIDS epidemiologic and other data indicate what 
populations are living with HIV and AIDS.

• Needs of PLWH. Insights on needs can be obtained through co-morbidity and socio-
economic data and such methods as surveys, focus groups, and individual interviews.

• Existing Services Available to PLWH. A resource inventory can show what services and 
organizations currently exist. An assessment of provider capacity/capability can determine 
provider ability to deliver HIV/AIDS care. Both the inventory and the provider profi le should 
include such services as HIV prevention, substance abuse prevention and treatment, early 
intervention services (EIS), and outreach.

• Unmet needs/service gaps that CARE Act programs might address. Comparing available 
services to identifi ed needs reveals unmet needs and service gaps (see defi nitions this page). 
This should include an examination of unmet needs for HIV-positive individuals who know 
their status but are not in care; service gaps for those who are currently in care; disparities in 
care; and capacity development needs of providers and the overall system of care. Analysis of 
unmet needs/service gaps might include not only a determination of overall needs but also 
identifi cation of particular service needs for specifi c PLWH populations.

1 Section VIII

Needs Assessment
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Unmet need means the unmet need for health services among 
individuals who know their HIV status but are not receiving primary 
health care (not “in care”). 

Service gaps are all service needs not currently being met for all PLWH 
except for the need for primary health care for individuals who know 
their status but are not in care. Service gaps include additional need 
for primary health care for those already receiving primary medical 
care (“in care”). 

A person is considered to be in care if receiving primary medical 
care (medical evaluation and clinical care) that meets Public Health 
Service guidelines.

To avoid confusion, the term unmet need will be used only to denote 
the need for primary health care by PLWH not in care, and service 
gaps will be used in all other service needs.

See the Needs Assessment Guide for a more detailed discussion of 
CARE Act needs assessment, available on the HIV/AIDS Bureau’s 
website at http://hab.hrsa.gov or from the HRSA Information Center 
at 888-ASK-HRSA.
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Legislative Background

Consortia
Section 2613(b)(1)(A-B) states that a consortium’s service plan must address “the special care 

needs and service needs” of the populations to be served, and must provide an assurance that 
“populations and subpopulations of individuals and families with HIV disease have been identifi ed 
by the consortium, particularly those experiencing disparities in access and services and those who 
reside in historically underserved communities.”

Section 2613(c)(1) requires Title II consortia, in order to receive assistance from the State, to 
“prepare and submit to the State, an application that [in part]—“

“(B) demonstrates that the consortium has carried out an assessment of service needs within 
the geographic area to be served….”

[provides] “(iv) assurances that the assessment of service needs and the planning of the 
delivery of services will include participation by individuals with HIV disease;”

States
Section 2617(b) requires States to prepare applications for funding that contain:

“(2) a determination of the size and demographics of the population of individuals with HIV 
disease in the State;”

“(3) a determination of the needs of such population, with particular attention to—

(A) individuals with HIV disease who know their HIV status and are not receiving HIV-related 
services; and

(B) disparities in access and services among affected subpopulations and historically 
underserved communities;”

“(4) a comprehensive plan that describes the organization and delivery of HIV health care 
and support services to be funded with assistance received under this part that shall include a 
description of the purposes for which the State intends to use such assistance, and that—

(A) establishes priorities for the allocation of funds within the State based on—

(i) size and demographics of the population of individuals with HIV disease (as determined 
under paragraph (2)) and the needs of such population (as determined under paragraph (3));

(ii) availability of other governmental and non-governmental resources, including the State 
medicaid plan under title XIX of the Social Security Act and the State Children’s Health Insurance 
Program under title XXI of such Act to cover health care costs of eligible individuals and families 
with HIV disease;

(iii) capacity development needs resulting from disparities in the availability of HIV-related 
services in historically underserved communities and rural communities; and

(iv) the effi ciency of the administrative mechanism of the State for rapidly allocating funds to 
the areas of greatest need within the State;

(B) includes a strategy for identifying individuals who know their HIV status and are not 
receiving such services and for informing the individuals of and enabling the individuals to utilize 
the services, giving particular attention to eliminating disparities in access and services among 
affected subpopulations and historically underserved communities, and including discrete goals, a 
timetable, and an appropriate allocation of funds;
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(C) includes a strategy to coordinate the provision of such services with programs for HIV 
prevention (including outreach and early intervention) and for the prevention and treatment of 
substance abuse (including programs that provide comprehensive treatment services for such 
abuse);”

HAB/DSS Expectations

The CARE Act Amendments of 2000 place increased emphasis on needs assessment, 
particularly for Title I and Title II programs. Needs assessment is expected to generate information 
about:

• The size and demographics of the HIV/AIDS population within the service area, and

• The needs of PLWH, with emphasis on individuals with HIV disease who know their HIV status 
and are not receiving primary health care, and on disparities in access and services among 
affected subpopulations and historically underserved communities.

HAB/DSS expects Title I and Title II needs assessments to meet all legislative requirements and 
to provide a sound information base for planning and decision making.

Planning bodies and grantees are expected to apply the following principles and strategies in 
their needs assessment efforts:

• Needs assessment is a partnership activity of the State, its consortia, and community.

• Needs assessment is the basis for other CARE Act planning activities. The 
CARE Act recognizes the role of needs assessment in developing an array 
of services for PLWH. Other CARE Act planning tasks use its results to help 
prioritize service needs and allocate funds, develop a comprehensive plan, 
and craft strategies to address these needs through the implementation plan.

Needs Assessment

Development/Updating
Comprehensive Plan

Development of Annual
Implementation Plan

Evaluation

Implementation/
Contracting Services

Priority
Setting

Resource Allocation
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• Needs assessments focus on particular areas of need, as outlined in the CARE Act with its 
emphasis on reaching those not in care, identifying disparities in care, and identifying ways to 
enhance the service delivery system. Areas for attention are as follows:

-  Focus on PLWH not in care and disparities in care. Most needs assessments have 
primarily targeted PLWH who were receiving HIV-related services (individuals already “in 
care”). The CARE Act of 2000 requires needs assessments to expand their focus and also 
determine the needs of those individuals who know their status but are but are not in care. 
Particular attention must also be paid to identifying disparities in access and services among 
affected subpopulations and historically underserved communities.

-  Identify capacity development needs. Capacity development needs exist when disparities 
in the availability of HIV-related services are identifi ed, particularly in historically underserved 
communities. In planning for capacity development, the number and characteristics of 
subpopulations experiencing disparities in access and services is determined. If the needs 
assessment identifi es gaps in its ability to reach and address the needs of underserved 
populations or communities (e.g., insuffi cient access points, cultural or language barriers), 
capacity development activities must be prioritized.

-  Address coordination with HIV prevention and substance abuse prevention and 
treatment. Because CARE Act resources are only one source of HIV/AIDS care, needs 
assessments should identify where coordination across services is needed. Of particular 
importance is coordination with HIV prevention and with substance abuse prevention and 
treatment programs, including programs that provide comprehensive substance abuse 
treatment. Coordination with these services can enhance efforts to identify individuals with 
HIV who know their status but are not receiving primary health care, provide risk reduction 
services to these individuals, enable them to access and remain in care, and result in better 
attention to the full range of their needs.

-  Identify need for outreach and early intervention services (EIS). The CARE Act allows 
Title II areas to fund outreach and EIS. In order to consider these service categories for 
funding, the needs assessment’s resource inventory and other assessment tasks must identify 
the need for such services. Relatedly, they must also identify points of entry into care, 
identify any gaps in services for those not in care, and determine how best to fi ll these gaps. 
Points of entry are particularly important because they are places where individuals who 
know their HIV status but are not in care may be found.

-  Obtain PLWH input. The CARE Act requires States to determine the size and demographics 
of individuals living with HIV disease within their areas and the needs of this population. 
States and consortia are expected to establish methods such as public meetings, focus 
groups, and ad hoc panels for obtaining input on community need and priorities. Such 
input enables them to fulfi ll the legislative requirement to establish priorities for the 
allocation of CARE Act funds with attention to the needs of PLWH.
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• States should establish a needs assessment cycle. Title II areas are not expected to conduct 
a comprehensive needs assessment each year. The effort is extremely time consuming and can 
lead to “consumer fatigue” as well as grantee and consortia overload. HAB/DSS recommends 
a two- or three-year needs assessment cycle, with a schedule for collecting updated 
information to address special areas and support priority-setting and resource-allocation 
activities. Epidemiologic data should be obtained and reviewed annually, information on new 
populations added, and special circumstances—such as the impact of advances in medical 
treatments on service needs—addressed promptly.

STATEWIDE COORDINATED STATEMENT OF NEED (SCSN) AND
COORDINATING NEEDS ASSESSMENTS 

Coordination among needs assessment efforts is increasing, both among 
CARE Act titles and between CARE Act and HIV prevention community 
planning processes. In particular, the Statewide Coordinated Statement of 
Need (SCSN) represents an opportunity to coordinate needs assessment 
activities that are conducted across CARE Act programs. 

The SCSN is a process convened in the State by the Title II grantee to 
collaboratively identify significant issues related to PLWH needs and to 
maximize coordination across CARE Act titles. The result of the SCSN 
process is a written SCSN. All organizations funded under the CARE Act 
are required to coordinate with each other in the delivery of health care and 
supportive services and are expected to participate in the SCSN process. 

The SCSN is not a comprehensive community-based needs assessment 
requirement nor is it a requirement for a comprehensive plan of HIV care 
and service delivery. The SCSN also does not override or supersede local 
autonomy and decision making. However, the SCSN must reflect existing 
needs assessments and identify cross-cutting service delivery gaps/issues 
and broad goals. 

SCSN development is greatly enhanced by cross-title collaboration in the 
needs assessment process. This occurs, for example, when Title I and Title 
II bodies collaborate within a regional service area, when consortia across 
a State cooperate or collaborate on their individual needs assessments, 
or when Title III or Title IV programs participate in Title I or Title II needs 
assessment efforts.
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Components of a Needs Assessment
A comprehensive needs assessment includes specifi c components. On an annual basis, select 

components should be expanded and/or updated, depending on trends and special issues facing 
the Title II area. The major components of a comprehensive needs assessment are:

• Epidemiologic profi le, which describes the current status of the epidemic, specifi cally the 
prevalence of HIV and AIDS overall and among defi ned subpopulations. The profi le should also 
describe trends in the epidemic. In States without HIV reporting, areas should determine the 
number of individuals living with HIV by using epidemiologic measures developed by the U.S. 
Department of Health and Human Services (HHS) through HRSA/HAB, CDC, and others.

• Assessment of service needs among affected populations, including barriers that prevent 
PLWH from receiving needed services. A needs assessment should gather an array of 
information in order to identify trends and common themes. This information should be 
collected from multiple sources, among them PLWH and other community members, health 
departments, the State Medicaid agency, community-based providers and, where applicable, 
grantees of other CARE Act titles. Information must be obtained from and about HIV-positive 
individuals who know their status and are not in care.

• Resource inventory, which describes organizations and individuals providing the full spectrum 
of services accessible to PLWH in the service area.. The goal of the resource inventory is to 
develop a comprehensive picture of services, regardless of funding source. At a minimum, the 
resource inventory includes for each provider a description of the types of services provided, 
number of clients served, and funding levels and sources.

• Profi le of provider capacity and capability, which identifi es the extent to which services 
identifi ed in the resource inventory are accessible, available, and appropriate for PLWH, 
including specifi c subpopulations. Estimates of capacity describe how much of which services 
a provider can deliver. Assessments of capability describe the degree to which a provider is 
actually accessible and has the needed expertise to provide services. A careful assessment 
of barriers to PLWH receiving services is an important aspect of this component (i.e., the 
profi le should inquire from PLWH directly or service providers the barriers faced in accessing 
services). Some provider profi les will also explore client perceptions of service quality and 
appropriateness. However, assessment of client satisfaction is a complex effort that may also be 
undertaken thoroughly in the quality improvement process.

• Assessment of unmet need/service gaps, which brings together the quantitative and qualitative 
data on service needs, resources, and barriers to help set priorities and allocate resources. This 
should include an assessment of the unmet need for PLWH who know their HIV status but are not 
in care and an assessment of service gaps for all PLWH—both in and out of care.
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The Needs Assessment Process

A needs assessment sets the stage for the planning process by identifying the needs of the 
community, the services available to meet those needs, and the gaps between needs and services. 
This is a meaningful exercise only if it is planned carefully.

To develop a needs assessment in a timely and effi cient manner, begin by outlining a needs 
assessment process. The typical steps in needs assessments are as follows:

1. Plan for the needs assessment

2. Design the needs assessment methodology

3. Collect the information required for the needs assessment

4. Analyze the information and present the results in useful formats.

Each of these steps is summarized below. (Please refer to the Needs Assessment Guide 
for detailed information that will help guide you through needs assessment design and 
implementation.)

1. Plan for the Needs Assessment
The fi rst step is to reach consensus on the scope, timetable, budget, and responsibilities for the 

needs assessment.

Scope
Decide on needs assessment scope by posing and answering the following questions:

• What is the desired scope of the needs assessment? Will this be a comprehensive needs 
assessment or an update of some part of an existing needs assessment (e.g., the epidemiologic 
profi le)? What programs and services will be addressed? Are there any special issues that 
should be considered (e.g., enrollment of Medicaid-eligible PLWH in managed care plans)?

 Once you have completed a needs assessment that meets legislative requirements and local 
planning needs, your needs assessment efforts each year can focus on updating or expanding 
particular components of the assessment.

NEEDS ASSESSMENT AND HAB/DSS PRINCIPLES 

In conducting needs assessments, CARE Act programs should consider 
the following four principles identified by HAB, which outline significant 
implications facing HIV/AIDS service delivery in the current decade: 
• Revise care systems to meet emerging needs 
• Ensure access to quality HIV/AIDS care
• Coordinate CARE Act services with other health care delivery systems, and
• Evaluate the impact of CARE Act funds and make needed improvements. 
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• Whose needs are being assessed and what information will be sought about each of these 
populations? Based upon the epidemiologic profi le for the area, what target populations are 
essential for the assessment?

 Develop a clear understanding about whose needs are being assessed. You cannot make 
decisions about service needs of specifi c populations (e.g., women, Latinos, gay men of color) 
unless information about these groups is an integral part of the needs assessment.

 Be sure that information can be presented separately for important population groups 
or geographic areas as well as combined to give an overall picture of your service area. 
The analysis should present, compare, and contrast all components of the entire service 
population. This is important if you plan to set priorities separately for distinct areas or 
population groups. For example, you may need information about injection drug users (IDUs) 
to develop a sense of the need for substance abuse treatment services. HRSA has identifi ed 
the following populations which, at a minimum, should be analyzed in terms of their specifi c 
needs: white non-Hispanic men who have sex with men, men of color who have sex with 
men, women of child-bearing age, adolescents, injecting drug users, and other substance 
users.

• Who are the target populations for your assessment?

 Knowing whom to target can present challenges. Many areas make the mistake of targeting 
providers as the primary source of needs data. The assumption here is that providers have 
intimate knowledge of their clients’ needs. While this may be true, the priorities of providers 
may be different from the priorities of their clients. Providers also may be less knowledgeable 
about the needs of populations not in their care system.

 The CARE Act requires and a sound needs assessment ensures that needs assessment 
information is sought directly from PLWH. Start with the needs of PLWH (in and out of care) 
and ask them about their needs. Also give weight to provide perspectives since they are part of 
the solution. The challenge and goal is to structuring a process that allows for an appropriate 
balance—including information from diverse PLWH about their perceived service needs.

• What programs and services will be addressed?

 You will need to know what programs and services should be addressed. It may be helpful 
to use focus groups to determine the scope of priorities your community will consider in the 
process. Developing a resource inventory will also help point to service areas that may need 
particular attention.

• What specifi c tables or narrative information for the comprehensive plan or for your Title II 
application must be developed based on needs assessment data? Does the latest HAB/DSS 
application guidance call for new tables or additional information or analyses?

Timetable and Budget
Determine the timeline and budget by addressing the following questions:

• What is the timetable for the needs assessment? What are the deadlines for specifi c tasks such 
as collection of information, analysis of data, and preparation of the needs assessment report? 
By what date must the planning or decision-making body that will use needs assessment 
receive the report in order to allow time for review of information and use of results in priority 
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setting and resource allocation, planning, and/or preparation of an application for CARE Act 
funding? If several titles (or Title II and the HIV Prevention Community Planning Group) are 
collaborating, what are the differing timetables and how can they all be met?

• What is the budget for the needs assessment? Are funds available for a consultant? What in-
kind resources can be used, such as assistance in conducting interviews or focus groups from 
staff of local agencies or university students, or assistance in data analysis from the health 
department or another agency? How can joint funding (e.g., across CARE Act titles, with HIV 
prevention community planning) be coordinated?

Responsibilities for Conducting and Overseeing the Needs Assessment
Agree on responsibilities for conducting and overseeing the needs assessment by posing the 

following questions:

• Can the needs assessment be conducted jointly with other CARE Act titles, and/or the HIV 
Prevention Community Planning Group? If so, how can funds and efforts best be pooled?

• Who will conduct and monitor the needs assessment? Will it be conducted and overseen by 
the planning body, staff, a needs assessment committee, a consultant, or some combination 
of volunteers and paid staff? If a consultant is to be used, what criteria will be used to select 
the consultant (e.g., social science research background, experience with community needs 
assessment, understanding of AIDS primary care and support services) and how will the 
consultant’s work be monitored? What will be the division of responsibility between the 
planning body and the grantee or administrative agency?

CROSS-TITLE COLLABORATION 

HAB strongly encourages cross-title collaboration in needs assessment. 
For example: 
• Title III and Title IV Guidances require grantees and applicants to collaborate in 

State and/or local HIV-related needs assessments. 
• The Title I Manual encourages coordination of needs assessment activities with 

other entities including Title II planning councils and Title III and Title IV providers 
to stretch available dollars and contribute to a more comprehensive effort.

• Title I planning councils are required to include representatives of area Title III and 
Title IV programs among their voting members.

• Representatives of all titles must participate in the Statewide Coordinated 
Statement of Need.

• Planning bodies within a State are encouraged to share needs assessments with 
each other and programs serving the same populations (e.g., community/migrant 
health centers, Title V Maternal and Child Health Block Grants).
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Obtaining Community Input
Establish a process for community input by posing the following questions:

• What procedures will be used to obtain broad PLWH and other community input from 
individuals who are not part of the planning council or needs assessment committee? What 
additional efforts are needed to help ensure that the needs assessment results will be accepted 
by the community?

• How will the needs assessment reach and obtain input from HIV-positive individuals who 
know their status but are not in care? What links with prevention programs, substance abuse 
treatment programs, counseling and testing sites, and other EIS providers will help in reaching 
these individuals?

Analysis, Presentation, and Use of Results
Look ahead to what will be done once results are obtained by addressing the following 

questions:

• If this is a collaborative needs assessment, how will the specifi c information needed by each 
title or program be analyzed and presented? Will separate reports be required?

• How will the results be linked to and supportive of the development of a comprehensive plan?

• What tables or narrative information for a CARE Act application must be developed based 
on needs assessment data? Does the latest HAB application guidance call for new tables or 
additional information or analyses?

• How else will needs assessment results be used? For example, what information is most critical 
for priority setting? What separate analyses are needed by population group, transmission 
category, service category, and/or geographic area? How can results best be presented so they 
are easy to use?

Hints for Managing the Needs Assessment Process
Conducting a needs assessment in an organized manner entails assigning responsibility for 

both implementation and monitoring of the data collection and analysis process. The experiences 
of CARE Act planning bodies and grantees suggest different ways to divide responsibilities.

“Staffi ng” the needs assessment. The needs assessment may be conducted and overseen by 
a needs assessment committee, staff, a consultant, the full planning body, or some combination of 
volunteers and paid staff. Often, planning body members or other volunteers will not carry out a 
comprehensive needs assessment themselves. They may lack the needed time and/or expertise. At 
a minimum, they can and should provide oversight, arrange community forums, and ensure that 
all affected populations are reached and included in the needs assessment process. Some members 
may be able to help with specifi c activities such as client focus groups or outreach to people not 
in care. Planning body and grantee staff will also need to devote time to the needs assessment. 
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The technical expertise of both CARE Act and other staff can be particularly helpful, especially in 
initial planning. Many health departments have staff with needs assessment experience. Typically, 
consultants will be needed to work with the needs assessment committee or staff in planning and 
implementing the needs assessment. Sometimes university researchers will help with the process 
at low-cost or pro bono, perhaps making the needs assessment a student project.

Planning body “ownership.” Whatever process is used, the planning body needs to develop 
“ownership” of the needs assessment. If consultants or staff are used, they should be seen as the 
planning body’s representatives. Consumers will feel ownership if they play a substantive role in 
the needs assessment process, if the report or an executive summary is widely disseminated, and if 
other planning council members acknowledge their contributions.

Dealing with confl ict of interest. Responsibility for implementing a needs assessment process 
entails recognizing and managing confl ict of interest. Be sure that the committee or task force 
reviewing the needs assessment tool and overseeing the needs assessment process is broadly 
representative and balanced. Include individuals knowledgeable about the range of CARE Act 
services, so that no one individual or group has control of questionnaire design or data analysis. 
Be aware of the possibility of unintended biases. For example, a clinic director is likely to focus on 
the information about primary health care needs, a substance abuse provider on the need for drug 
treatment, and a gay rights organization on the needs of gay men. Have a neutral party design, 
or at least carefully review, all instruments to be sure that individuals do not overemphasize a 
particular service need or approach that may be of special interest to their organization or refl ect 
their personal priorities.



Section VIII: Program Guidance
Chapter 1: Needs Assessment

13RYAN WHITE CARE ACT TITLE II MANUAL

2. Design the Needs Assessment Methodology
The next step is to develop a specifi c design for the needs assessment. Keep in mind that the 

focus is on identifying the needs of PLWH in and out of care and the CARE Act and other services 
currently available to meet those needs.

If a comprehensive needs assessment is planned, it must include an epidemiologic profi le, an 
assessment of the service needs of PLWH in and out of care, a resource inventory, an assessment of 
the capacity and capability of service providers, and an assessment of unmet needs/service gaps. 
The needs assessment should also generate information needed to develop the comprehensive 
plan and information requested in the program’s grant application. If an existing needs assessment 
is to be updated, more limited information may be required, but a review of the most recent 
epidemiologic data will always be required.

FREQUENTLY USED DATA SOURCES 

Secondary source data that are typically used in CARE Act planning include 
the following; the data are mostly quantitative (numerical): 
• Epidemiologic data obtained primarily from local and State health departments 

and the CDC (e.g., AIDS cases, HIV cases or estimates, data on co-morbidities)
• Client service utilization data obtained from providers and aggregated by the 

grantee and/or the HIV/AIDS Bureau (e.g., CARE Act Data Report, client-level 
data collected by the grantee if available) 

• Aggregate data on HIV/AIDS clients from Medicaid and/or other health care 
providers, and 

• Socio-demographic data obtained from public sources such as the Census Bureau 
(e.g., overall population characteristics, poverty status, health insurance status). 

Primary source data are often collected in CARE Act planning using such 
methods as: 
• PLWH and provider surveys
• Focus groups
• Key informant interviews
• Community forums
• Public hearings or informal public input sessions, and
• Informal discussions with groups of program clients. 

Surveys, which consist largely of quantitative data, can be presented in user-
friendly tables, charts, and graphs. The other methods produce qualitative 
data, which is usually presented in narrative summaries.
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The needs assessment methodology may be designed by a needs assessment committee, 
staff, or consultants (paid or volunteer) with committee oversight. Representatives of affected 
communities should be invited to review the design of the needs assessment. Focus on the 
following questions:

• What existing information (secondary source data) is available? What populations does it 
address or not address? Have the grantee, planning body, and/or individual providers carried 
out epidemiologic studies, client satisfaction studies, or evaluations that can contribute to the 
needs assessment?

• What new information (primary source data) is needed and what approaches are planned to 
collect this information? Will there be a PLWH survey using probability sampling techniques 
so that fi ndings can be generalized to the entire population with HIV disease? How will PLWH 
not in care be identifi ed and included? Will providers of HIV/AIDS-related services be surveyed 
to obtain their perceptions of need as well as information about the service network and its 
capacity and capability? Will qualitative information be obtained from specifi c PLWH groups, 
providers, or other target groups through such methods as focus groups, community forums, 
or key informant interviews?

• Who will develop and review the instruments for collecting new information? Can tools from 
others be used or refi ned?

• What common set of questions should be asked so that responses can be compared across 
sources in order to identify trends or themes?

• Who will collect the new information, and how will these people be trained?

• How will confi dentiality be protected? Will PLWH be able to participate anonymously?

• How will quality control be maintained? What procedures will be used to ensure that fi ndings 
are valid and activities are completed on time? How will data collection staff be monitored 
to ensure that information is collected appropriately? Has time been built in to revise data 
collection instruments based on pilot test results? Who will monitor expenditures and 
completion of tasks?

• How will data be analyzed? How will quantitative and qualitative information be integrated? 
How will data be analyzed according to desired data characteristics—such as by populations or 
services—and how will quantitative and qualitative data be compared and interpreted in order 
to gain a deeper understanding of service needs?

• When, how, and in what form will information be presented?

At the end of the design phase, the grantee and planning body should have a clear plan 
for every part of the needs assessment process, including the kinds of information that will be 
available and the kinds of analysis that will be done.
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3. Collect the Information Required for the Needs Assessment
The required information must be collected—quantitative and qualitative, primary and 

secondary, analyzed and in “raw” (not aggregated) form. The data collection should follow the 
procedures determined during the design phase.

Be sure that those responsible for data collection consult with the committee and the full 
planning body regularly. The entire planning body should hear progress reports from this group 
during any major needs assessment effort. In overseeing the information collection process, be 
sure to consider questions and issues such as the following:

• Is comprehensive information about the present extent, distribution, and impact of HIV/AIDS 
on defi ned populations being obtained and analyzed?

• Are the needs of PLWH in and out of care being assessed, by contacting them directly or 
through other methods? Is there a specifi c plan for identifying and assessing the needs of 
individuals who know their HIV status but are not receiving primary health care? Are PLWH 
surveys reaching PLWH who refl ect the diversity of the epidemic in the service area? If your 
area covers a large geographic area, have PLWH in all areas been included?

• Are existing community resources being inventoried and their service capacity determined? 
For States and multi-State or large EMAs, have resources in all parts of the service area been 
inventoried?

• Has there been careful quality control of the entire information collection process?

Hints for Successful Data Collection
The following are insights gained by various CARE Act planning bodies and grantees through 

experiences conducting needs assessment data collection activities.

• Obtain copies of survey instruments and methodologies used by others rather than “starting 
from scratch.” Some resources are available from HAB; also contact other State or local health 
departments and CARE Act-funded providers.

• In developing data collection tools, use consistent terminology to describe service categories, 
using the services defi ned in the HAB/DSS application guidances. This will maximize the 
usefulness of surveys and allow for comparisons across geographic areas and titles.

• Do not assume that fi ndings from a survey represent an entire population (such as all PLWH 
in the area) unless the methodology uses a random or probability sample—a sample in which 
every member of the population being sampled has an equal probability of being included. A 
stratifi ed random sample may be required in order to generalize fi ndings to subpopulations; 
this is a random sample drawn after dividing the population being studied into several 
subgroups or strata based on specifi c characteristics. Subsamples are then drawn separately 
from each of the strata. For example, the population might be stratifi ed by race/ethnicity 
before random sampling.

• Focus groups can provide valuable qualitative information from specifi c groups (e.g., why 
women of color do and do not access care). Findings can be used to determine key questions 
for surveys or to look more in-depth at survey results. However, this information does not 
necessarily represent the views of the entire subpopulation.
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• Some planning bodies and grantees believe that open meetings such as community forums 
and public hearings have limited value as a source of consumer perspectives on service needs 
for a care-focused needs assessment. While open meetings have been valuable in prevention 
needs assessments, concern about visibility and fear of negative repercussions may make some 
PLWH unwilling to publicly disclose their status or to criticize the continuum of care or discuss 
barriers affecting access to specifi c providers. CARE Act experience suggests that the service 
needs of people living with HIV disease, especially women, minorities, and other severe need 
populations, are usually best obtained through other methods, such as focus groups and key 
informant interviews.

• Client satisfaction surveys are not the same as PLWH needs assessment surveys. A client 
satisfaction survey may focus on the perceived quality of services received. A needs assessment 
survey should ask about an individual’s met needs and unmet needs/service gaps and 
priorities; it may also ask about client satisfaction with current services, but this is not its 
primary purpose. A limitation of client satisfaction surveys is that they reach only those already 
receiving services from CARE Act providers.

• Many CARE Act programs have found that providing needs assessment survey forms at a 
provider site can infl uence the information provided, especially if the completed surveys are 
left at the site where staff may see them. Sometimes there is a perception that the survey will 
not be anonymous, and clients may fi ll out the form in a way that refl ects perceived provider 
needs and priorities rather than those of the client. For these reasons, it is very important that 
needs assessment surveys be administered or provided to PLWH at locations other than provider 
sites and/or by a researcher not associated with the provider. Anonymity also needs to be ensured 
by having the survey either given to that external person or mailed back to a central location 
unassociated with the provider.

• Surveys of PLWH should target both those currently receiving care from funded providers and 
individuals who are not receiving HIV-related services. Their service needs may be quite different 
from those of current clients. Individuals not in care are often more diffi cult to reach than current 
clients and need to be sought out at a variety of locations, using a mix of street, service provider, 
and media outreach techniques, as described below. (For more guidance on identifying and 
assessing the needs of PLWH who are not in care, see the Needs Assessment Guide.)

-  Some planning bodies and grantees have been very successful in locating PLWH not in care 
by working with a wide range of service providers that may not be funded through the 
CARE Act but are likely to be providing services to PLWH. They include public and private 
clinics, substance abuse treatment programs, maternal and child health programs, mental 
health programs, and runaway and homeless shelters. Many of these are considered “points 
of access” into care, and some provide early intervention services. Often, the most effective 
way to identify such individuals and assess their service needs is to look for them and obtain 
this information on a continuing basis throughout the year, then aggregate and analyze the 
information quarterly.

-  Planning bodies and grantees can encourage PLWH participation in such surveys by 
providing incentives if allowed by their title.
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-  Media can provide valuable publicity, including public service announcements (PSAs) 
targeting PLWH and giving them a voice-mail number to call, with PSAs in several languages 
and special telephone numbers for Spanish- or other limited-English speakers as needed. 
Use of appropriate community newspapers, newsletters, and/or radio stations can help 
in reaching specifi c target populations. Involving people from these communities is an 
important way to identify where and how PLWH from targeted communities can be reached.

4. Analyze the Information and Present the Results in Useful Formats
Information tabulation and analysis should focus on answering the major needs assessment 

questions. The process should also include organizing information and analyzing it (as collected 
from multiple sources) in order to identify key needs, trends, and critical issues. The results of the 
analysis must then be presented in narrative and/or chart form for use in priority setting, resource 
allocation, and developing the comprehensive plan. Usually, this is a multi-stage process, requiring 
at least the following activities:

• Catalogue or otherwise order information, including secondary source materials, by topic and 
subcategory (e.g., data on people living with HIV and AIDS overall, by race/ethnicity, and by 
mode of transmission, individuals receiving primary medical care and those not in care). In 
carrying out this process, be specifi c about what information was obtained and from what 
populations, to prevent attempts to generalize fi ndings to populations that were not surveyed 
using probability sampling.

• Tabulate primary source data into useful data tables or qualitative information summaries.

• If multiple or different analyses are to be done for different titles, prepare for these differing 
analyses.

• Analyze the information—compare and contrast information by population group (e.g., 
gender, race/ethnicity), geography (e.g., zip code), or other characteristics of interest. 
Compare the reported service needs of individuals in care and out of care.

• Prepare summaries, tables, and charts that are clear and easily understood.

 Ensure that tabulations and comparisons of quantitative and qualitative data match the 
analyses you wish to undertake and present results in the format you desire. Do not apply fi ndings 
to populations that were not surveyed or were minimally represented in the needs assessment 
process. Ensure that representatives of various communities—ideally, planning body members 
from diverse population groups—see the data very early in the analysis process to verify the 
accuracy of assumptions and interpretations.

Be sure that fi ndings are presented in a format and level of detail that is understandable and 
useful for planning body members, funders, and others in the community who will be using the 
results. Make sure information can be readily used in priority setting and resource allocation. 
Consider variations among individuals in terms of technical background and familiarity with 
epidemiologic data.
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Assessing Unmet Need

The Centers for Disease Control and Prevention (CDC) estimates that 850,000 to 950,000 
Americans are HIV-positive. Analyses based on national surveillance data suggest that about 
670,000 Americans know they are infected, while another 180,000 to 280,000 have the virus but 
do not know it. About one-third of those who know their status (an estimated 233,000) are not 
receiving regular HIV-related primary health care.*

These data demonstrate the need to refocus efforts to get more PLWH into primary health 
care. The CARE Act Amendments of 2000 require assessment of the unmet needs of PLWH 
who “know their HIV status and are not receiving HIV-related services,” particularly those from 
“disproportionately affected and historically underserved populations.” This targeting is intended 
to keep CARE Act resources focused on early intervention and care delivery and away from 
expansion into such prevention areas as general outreach and HIV counseling and testing for non-
infected populations.

Research shows that access to quality HIV-related primary health care has improved as a 
result of the CARE Act, but that some PLWH populations are less likely to be receiving such care. 
Targeting their needs requires assessment of unmet need so programs can better understand who 
is not in care and why. Information about unmet need might assess PLWH not receiving primary 
health care and their geographic location, race/ethnicity, gender, mode of transmission, unmet 
service needs, and why they are not receiving care. Such data can be used to craft strategies to 
overcome service barriers and get individuals into care.

*  These statistics were presented by CDC offi cials at the Ninth Conference on Retroviruses and Opportunistic Infections in Seattle 
in February 2002, based on projections using national surveillance data.
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Defi nitions of Unmet Need and Service Gaps
Unmet need means the unmet need for health services among individuals who know their HIV 

status but are not receiving primary health care (not “in care”).

Service gaps are all service needs not currently being met for all PLWH except for the need for 
primary health care for individuals who know their status but are not in care. Service gaps include 
additional need for primary health care for those already receiving primary medical care (“in care”).

A person is considered to be in care if receiving primary medical care (medical evaluation and 
clinical care) that meets Public Health Service guidelines.

To avoid confusion, the term unmet need will be used only to denote the need for primary 
health care by PLWH not in care, and service gaps will be used in all other service needs.

Grantees and planning bodies do not need a whole different needs assessment methodology 
to assess the unmet needs of individuals who know their status but are not receiving primary 
health care. Assessing unmet need should be a part of the overall comprehensive needs assessment 
conducted in each service area. However, it does require the challenging and time-consuming 
process of fi nding and determining the needs of PLWH not in care. Research suggests that such 
individuals are likely to be members of traditionally underserved populations and may be among 
those with the greatest need for and dependence on CARE Act services.

The role of unmet need in the needs assessment and planning process is shown graphically below.

Development of community assessment
models addressing unmet need

Definition of unmet need

Establishing of a need-driven community
planning process

Ongoing monitoring
of the process

Increase in access to and
quality of primary health care

Assessment of Unmet Need Within the
CARE Act Planning Process
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Considerations in Estimating Unmet Need
HRSA/HAB efforts to develop methods for estimating unmet need/service gaps are ongoing. 

In particular, they focus on unmet needs for HIV-related primary care services by PLWH who are 
aware of their status but are not receiving care. Following are methodological considerations: 

Capacity. HRSA/HAB recognizes that the assessment of unmet need/service gaps is a 
complicated process. It requires the capacity to compile data from multiple sources, combine 
quantitative and qualitative data, and translate information for use in planning.

Data Limitations. Limitations in data availability and access to existing databases include the 
following:

• HIV reporting. The total number of individuals who are HIV-positive and know their status 
is the starting point for estimating unmet need for this population. HIV-reporting States 
have these data, although concerns may exist about data completeness. As of March 2002, 
CDC HIV/AIDS Surveillance Reports were providing HIV cases for 34 States. Nearly all States 
have begun to collect data on HIV prevalence in some form, but challenges exist around 
methodologies, reporting delays, and other technical factors. CDC provides estimates of HIV 
prevalence for jurisdictions in non-reporting States, but the range of cases is often quite large. 
In making estimates, jurisdictions sometimes take the midpoint of the CDC estimate (e.g., if 
the estimate is 4,500 to 10,500 people living with HIV that has not progressed to AIDS, the 
midpoint estimate is 7,500 people).

HRSA/HAB PRIORITIES 

HRSA/HAB is interested in estimates of unmet need for HIV-related primary 
health care at the local, State, and national levels in order to monitor trends 
and needs across the nation.

HRSA/HAB wants to ensure that grantees meet legislative requirements 
for assessing unmet need of people not in care and use this information 
effectively in priority setting and resource allocation and developing the 
comprehensive plan.

HAB is required to prepare State and national estimates of unmet need 
as input to Congress about the need for continued appropriations for HIV/
AIDS treatment. Information about unmet need (e.g., geographic areas 
and populations most affected) also guides national planning and resource 
allocations, including discretionary grant funds for capacity development.
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• Limitations of surveillance data/databases. CDC surveillance data provide information from 
all States about reported AIDS cases and deaths, as well as information on HIV from reporting 
States and facilities. However, available data vary by State. In some locations, supplemental 
surveillance databases provide additional information about people with HIV, but these 
databases typically cover limited numbers of States, cities, and health care facilities.

• Lack of agreed-upon key questions and “core variables.” There may be variability in 
markers used to “operationalize” and measure unmet need in terms of “not in care,” such as 
what constitutes being “in primary care” (e.g., tests such as CD4 counts or viral load, primary 
care visits during a specifi ed period, medications prescribed, behavioral indicators and other 
variables). Variations also may exist on measures of late diagnosis, late entry into care, etc. 
The lack of a set of common questions or “core variables” means that every grantee has the 
responsibility of defi ning and choosing its own variables, which limits efforts to compare data 
across EMAs or States.

• Cross-title issues regarding data collection and data sharing. The new cross-title CARE Act 
Data Report (CADR) should improve comparability and facilitate sharing of data across titles. 
However, Title II programs may still face challenges in obtaining information about people 
receiving primary care or other services through other CARE Act titles. For example, providers 
with only Title III or Title IV funds may not share information with Title I grantees about clients 
receiving primary care through these titles.

• Lack of access to data from non-CARE Act sources/providers including other Federal 
agencies. Many people who receive CARE Act services obtain their primary care from other 
sources and/or through providers using other funding, such as Medicaid and Medicare, private 
physicians, health maintenance organizations (HMOs), or the Veterans Administration. Some 
PLWH, including the incarcerated and individuals with both private insurance and relatively 
high incomes, receive no CARE Act services. They are in care, but grantees may have no access 
to data about them. CARE Act grantees often face great diffi culties in obtaining access to 
primary care data on clients whose medical care is not supported through the CARE Act, even 
if the primary care provider receives other funding through the CARE Act or if the individual 
obtains medications through ADAP.

• Lack of client-level databases. A client-level database greatly facilitates efforts to estimate 
and assess unmet need/service gaps. It provides a unique client identifi er and the ability 
to determine the unduplicated number of clients receiving primary care and other specifi c 
services through the CARE Act.

• Non-generalizable data. Because surveillance data are often incomplete and a variety of data 
sources must generally be used to estimate and assess unmet need/service gaps, grantees 
typically are not able to base their estimates on random samples of defi ned populations. 
Sometimes, estimates are drawn from non-random samples of individuals with HIV disease 
throughout an EMA. Sometimes they are based on estimates of the size of the HIV population 
within a larger population of unknown size, such as the population of men who have sex with 
men in a specifi c geographic area. As a result, such estimates are not statistically reliable.
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• Problems in matching data from different databases. One way to estimate unmet need/
service gaps is to compare client data with surveillance data from CDC consumer and provider 
surveys or to link Medicaid, ADAP, and CARE Act client-level data. However, to match data 
from different databases is challenging, even if they use common client identifi ers, because of 
differences in defi nitions of what constitutes being “in care,” the exclusion of individuals who 
received anonymous testing, and diffi culties with matching and unduplicating clients.

• Confi dentiality concerns. Database matching, access to client-level data, and many other 
aspects of needs assessment may be complicated by concerns about client confi dentiality. 
The U.S. Department of Health and Human Services (HHS) has provided considerable 
guidance with regard to client confi dentiality and the disclosure of client data for reporting 
and evaluation purposes. However, some providers are unwilling to provide access to any 
information that might permit client identifi cation, despite these protections. Sharing of data 
is complicated by the requirements of the Health Insurance Portability and Accountability 
Act of 1996 (HIPAA), which includes new security standards protecting the confi dentiality 
and integrity of “individually identifi able health information,” past, present or future. 
Confi dentiality is often a factor in cross-title data sharing problems and in diffi culties in 
obtaining data on CARE Act clients who receive their primary care from non-CARE Act-funded 
sources.

Use of Multiple Data Sets. Given data limitations, many grantees estimate and assess need 
by using information from multiple data sources. They may, for example, combine general 
surveillance data on HIV and AIDS cases and mortality with data from the HIV/AIDS Reporting 
System (HARS) special studies (which may cover only a portion of their geographic service area), 
their own surveys of PLWH, and other special studies of particular populations or geographic 
areas. This approach typically involves a number of estimations, with the result that estimates may 
indicate a less precise “level of magnitude” of need (e.g., “a large majority” or “at least two-thirds” 
of PLWH are in care) rather than numerical estimates of unmet need/service gaps.

Resource Limitations. Grantees and providers often have fi nancial and personnel limitations in 
documenting unmet need/service gaps, as follows.

• Limited fi nancial and personnel resources. Many States have small staffs assigned to CARE 
Act planning and administration. Needs assessment can be prioritized as a Program Support 
function, but this means taking funds from services.

• Limitations of surveys addressing unmet need. Assessing unmet need of those not in 
care is more complex than doing so for individuals already in the CARE Act system because 
out-of-care individuals are diffi cult to fi nd. Locating such individuals requires, for example, 
coordinating with HIV counseling and testing facilities and using outreach workers to link with 
providers of services other than direct HIV/AIDS services. Such other services might include 
homeless shelters and drug treatment facilities. Surveys based on random samples drawn 
from the population of persons living with HIV disease are generally feasible only in reporting 
States, through links with the CDC surveillance system. Without such links, it is diffi cult to 
use probability sampling. (Probability sampling gives every person in the population a known 
chance of being included in the sample and makes it possible to generalize from the sample 
to the total population.) This means that States cannot project unmet needs for primary care 
or other services for an entire HIV population. Even with access to HIV case data, grantees may 
lack the resources to conduct such large-scale surveys.
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• Burden of developing methodologies. Assessing unmet need has been especially diffi cult 
because of the lack of recommended methodologies, agreed-upon defi nitions, or agreed-upon 
“core variables.” This situation will change as such methodologies are developed with the 
support from HRSA/HAB and made available to grantees and planning bodies.

Assistance to Grantees and Planning Bodies

HRSA/HAB assistance on assessing unmet need/service gaps includes the following:

Written Materials
• Needs Assessment Guide, updated with additional guidance on meeting new legislative 

requirements for needs assessment and assessing unmet need.

• Framework for Measuring Unmet Need for HIV Primary Medical Care, prepared by the Institute for 
Health Policy Studies, University of California San Francisco, 2002.

• Integrated Guidelines for Developing Epidemiologic Profi les for HIV Prevention and Ryan White CARE 
Act Community Planning, prepared by HRSA and CDC.

• HAB website (http://hab.hrsa.gov) and HAB Technical Assistance Contract curriculum materials 
and trainer guides that can be used by EMAs to prepare staff, planning council members, and 
consultants to assess unmet need/service gaps.

• Self-Assessment Module (SAM) on Needs Assessment for planning councils and grantees to use 
in evaluating their own needs assessment activities.

METHODOLOGIES FOR ESTIMATING UNMET NEED 

HRSA/HAB is conducting ongoing efforts to develop methodologies to 
assist areas in assessing unmet need. Such methodologies will include both 
qualitative and quantitative information, generate either comprehensive or 
representative data that can be generalized, and use existing data or simple 
surveys. In addition, HAB is supporting several Special Projects of National 
Significance (SPNS) efforts designed to develop, test, and document other 
models for estimating unmet need at the local and State levels. Finally, many 
States and EMAs have developed quantitative and qualitative methods for 
identifying individuals who are not receiving primary health care and assessing 
their specific needs and service barriers.
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Models and Methodologies
Building on work arranged by HRSA/HAB, efforts include:

• A probability framework and accompanying guide to estimate the number of individuals in the 
EMA who know their status but are not receiving HIV-related primary care.

• Summary materials outlining various models and methods used to estimate unmet need/service 
gaps.

• A “how-to” guide on using methodologies for estimating the level of unmet need/service 
gaps among specifi c populations and in particular geographic areas, including qualitative and 
quantitative approaches.

Training and On-site Assistance
Assistance is available through on-site technical services available through HAB’s Technical 

Assistance Contract, which will provide:

• Regional training on how to use methodologies for estimating unmet need/service gaps and 
improving overall needs assessment activities.

• Individualized on-site assistance from consultants who have been trained by HAB/HRSA on 
estimating unmet need/service gaps.

• Individualized telephone and e-mail advice.

For assistance, areas should contact their project offi cers. As new materials are developed, 
project offi cers receive training and information that they then share with grantees.
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Introduction

CARE Act resources are limited and need is severe. This heightens the responsibility of Title II to 
use sound information and a rational decision-making process when deciding which services and 
other program categories are priorities (priority setting) and how much to fund them (resource 
allocation).

Priority setting and resource allocation (PSRA) is linked to other planning tasks because it 
draws upon information compiled from those efforts. For example, which needs are higher 
priorities depends on data compiled through the needs assessment. However, decisions must often 
be made with incomplete information, such as limited data on the unmet need for services or 
outcomes evaluation data on the effectiveness of current services. A thorough PSRA process can 
help address these information gaps when making decisions about what services to fund.

Legislative Background and HAB/DSS Expectations

States are responsible for setting Title II service priorities, determining how best to meet those 
priorities, and allocating resources to them. Needs assessment and comprehensive planning 
should be linked to priority setting so that this information can be used to make sound decisions.

Priority Setting
Section 2617(b)(4)(A) calls for States to “establish priorities for the allocation of funds within 

the State based on

“(i) size and demographics of the population of individuals with HIV disease” and “the needs 
of such population…;

 (ii) availability of other governmental and non-governmental resources, including the State 
medicaid plan under title XIX of the Social Security Act and the State Children’s Health Insurance 
Program under title XXI of such Act to cover health care costs of eligible individuals and families 
with HIV disease;

2 Section VIII

Priority Setting and Resource Allocation
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(iii) capacity development needs resulting from disparities in the availability of HIV-related 
services in historically underserved communities and rural communities; and

(iv) the effi ciency of the administrative mechanism of the State for rapidly allocating funds to 
the areas of greatest need within the State;”

Resource Allocation
PSRA requires allocating resources across service categories, whether by absolute dollar 

amounts or as percents of total funds. This requires deciding the amount or proportion of Title II 
program funds to be allocated to each of the service priorities that is established.

Resource allocation does not mean procurement. In determining how best to meet stated 
priorities, the priority setting process may stipulate what provider characteristics should be sought 
in the request for proposals (RFP) process. However, selection of providers is conducted through 
separate contracting processes.

Priority Setting and Services to Women, Infants, Children, and Youth with HIV Disease
The CARE Act requires that a certain proportion of Title II funds be used for care and support 

services to women, infants, children, and youth with HIV disease. The percent of the State’s total 
Title II service funds that go to services for women, infants, children, and youth must not be less 
than their percent of the total population with AIDS in the State. This provision does not require 
States to create a special priority for services to these populations. A waiver to this provision can 
be granted when States can demonstrate that the needs of each population or combination of 
these populations is being met through other programs such as Medicaid, State Children’s Health 
Insurance Program (SCHIP), or other CARE Act titles.

A Model for Priority Setting and Resource Allocation

Overview
The following decision-making model is intended to help plan and imple ment decision-

making processes to set CARE Act priorities and allocate resources among service categories and 
other program-related activities. It suggests steps that use documented needs in making decisions. 
Exam ples are provided. The model is designed to meet legislative requirements and address HAB/
DSS expectations. Also provided are guidelines and additional considerations for those with more 
experience, information, and/or resources. The model recognizes that the process used locally may 
vary, based upon these factors.

Assumptions
This model includes the following assumptions:

• There is no one ‘right” way to set priorities and allocate resources. This model provides a 
fl exible approach that meets CARE Act requirements and HAB/DSS expec tations and refl ects 
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actual planning body experience. Case study examples illus trate the process. For purposes of 
this document, one approach is carried through all the required steps. However, alternative 
approaches are suggested.

• Priority setting must be guided by CARE Act requirements for planning and priority setting, 
particularly the emphasis on determining the unmet need for services and eliminating 
disparities in access and services.

• Emphasis must be on sound practice, not just legislative requirements.

• Priorities should be reviewed annually, though decisions may be continuation of existing 
services.

• The decision-making process should consider many different perspectives. It should be 
responsive to identifi ed consumer needs and preferences across diverse populations and 
address the needs of those not in care and of historically underserved populations, not merely 
current CARE Act clients.

• CARE Act planning bodies are offi cial decision-making entities. Their priority-setting and 
resource-allocation decisions are subject to public scrutiny and to grievance procedures. 
The process used to reach these decisions must therefore be public and fully documented in 
writing. Confl ict of interest requirements must be fully addressed.

• While priority setting is the responsibility of the State, this may be delegated to a planning 
body. If a committee of a planning body is given lead responsibility, the entire planning 
body should make decisions about priorities and the allocation of resources among service 
categories.

Steps in Priority Setting and Resource Allocation
The following 15 steps outline how to conduct priority setting and resource allocation and 

should be carried out over a period of several months, probably by committees and the full 
planning body.

For purposes of this document, priority setting and resource allocation are described as 
separate steps, carried out in sequence by a special committee and the full planning body. Two 
different committees might also be used, or the two processes might be combined. Each planning 
body should view the steps provided as one example of a sound process and should feel free to 
adopt or adapt it as appropriate, given their unique circumstances.
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1. Agree on the priority-setting and resource-allocation process and its desired 
outcome.

First, agree on the specifi c tasks to be carried out and the expected outcomes. Usually the 
tasks will be decision making to set priorities and allocate resources to those priorities and provide 
guidance on how best to meet each priority. Priorities may include Direct Services and Program 
Support (e.g., capacity development, outcomes evaluation).

In setting the tasks and desired outcomes, agree on a format and level of detail for the 
completed priorities and resource allocations. In doing so, look back to the previous year and 
identify any changes or improvements needed in the service categories to be considered or the 
level of detail to be specifi ed. For example, the following specifi c outcomes might be selected:

• A prioritized list of service categories, including a description of populations that will be served, 
geographic areas in which services are delivered, or service models that will be used to provide 
these services

STEPS IN PRIORITY SETTING AND RESOURCE ALLOCATION 

1. Agree on the priority-setting and resource-allocation process and its desired 
outcomes.

2. Agree on responsibilities for carrying out the decision-making process.
3. Review relevant legislative requirements and program guidances.
4. Determine and obtain available information “inputs,” including comprehensive 

plans and needs assessments.
5. Identify a list of service categories for consideration, including definitions, 

components, and how best to deliver each service.
6. Agree on principles to be applied in decision making.
7. Determine the criteria to be used in priority setting.
8. Determine the decision-making process to be used.
9. Implement the process: set service priorities, including how best to meet them.
10. Define the scope of the resource-allocation process.
11. Agree on principles, criteria, decision-making process, and methods to be used in 

allocating funds to service categories.
12. Estimate needs by service category.
13. Allocate resources to service categories.
14. Provide decisions to the grantee for use in procurement.
15. Identify areas of uncertainty and needed improvement. 
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• A chart showing the percent or dollars to be allocated to each service category or subcategory 
(see step 10), and

• A fully documented description of the steps and decision-making processes used, which can 
be shared with the community and used to support decisions.

Each step in the planning and decision-making process should be documented. Use the 
following outline as a starting point. Such documentation will make it clear at the end of the 
process how decisions were made.

DOCUMENTING THE DECISION-MAKING PROCESS: SUGGESTED 
LIST OF MATERIALS TO BE COMPILED 

I. OVERVIEW 
A. The Task and Desired Outcomes: Service Priorities and Resource Allocations
B. Legislation and Guidances
C. Categories of Funding to be Allocated
D. Service Categories and Priorities for the Past Year
E. Policies and Plans for Managing Conflict of Interest 

II. FACTORS IN DECISION MAKING 
A. Committee Structure
B. Information Inputs (e.g., epidemiologic data, needs assessment, evaluation)
C. Principles
D. Criteria 

III. THE DECISION-MAKING PROCESS 
A. Ground Rules and Overall Approach
B. Agreed-upon Decision-making Methods
C. Summary of the Priority-setting Process as Implemented
D. Summary of the Resource-allocations Process as Implemented
E. Areas of Uncertainty and Missing Information 

IV. RESULTS 
A. Chart of Service Priorities and Resource Allocations 
B. Explanations/Rationale for the Grantee or Administrative Agent
C. Adjustments for Increased or Decreased Funding
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2.  Agree on responsibilities for carrying out the decision-making process.
Next, decide who will be responsible for carrying out various steps. While fi nal decisions 

should be made by the State or its designee (e.g., a full planning body), preliminary work can be 
delegated to a special committee If a committee approach is chosen, ensure that the committee:

• Is large and diverse enough to refl ect the various population groups and types of technical 
skills and experience needed for an inclusive and sound process (a committee of 11-15 people 
is typical)

• Documents its work and brings process decisions such as proposed procedures and criteria for 
decision making to the full planning body for review and approval (see below), and

• Returns to the entire planning body for review of its preliminary work and receives 
participation from the entire planning body in determining priorities and/or resource 
allocations.

A useful activity is to identify the “stakeholders” who should be involved in priority setting and 
resource allocation, such as:

• A broad spectrum of the HIV-infected population, including specifi c groups (consider how to 
involve not only planning body members and current CARE Act clients but also the broader 
community of PLWH)

• HIV-affected community

• Providers

• CEO (chief elected offi cial) and legislative representatives

• Health department or similar agency

• Affected subpopulations and historically underserved populations, refl ecting the epidemiology 
of HIV/AIDS in the area

• People from specifi c geographic areas within the service area, and

• Other interested groups and individuals.

If a committee is used to coordinate decision making, consider including representatives 
of these stakeholders as members. It may be useful and is entirely appropriate to involve in 
committee work individuals who are not members of the overall planning body. Where funds 
or volunteer services are available, consider using the services of a professional facilitator for this 
committee.
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3.  Review relevant legislative requirements and guidances.
The group responsible for coordinating the priority setting and resource allocations process 

should review legislative requirements and HAB/DSS guidances to ensure that the decision-making 
process is compatible with them. For example, the process needs to:

• Base priorities on the size and demographics of the population of individuals living with 
HIV disease, needs of individuals who are not in care, disparities in access and services, 
the priorities of communities with HIV disease, and coordination with HIV prevention and 
substance abuse prevention and treatment programs

• Comply with HAB/DSS guidance regarding funding of non-service priorities, and

• Adhere to confl ict of interest policies (State, local and Federal CARE Act requirements).

Because CARE Act policies may change over time, planning bodies should consult the most 
recent application guidances from HAB/DSS to identify other legislative factors and HAB/DSS 
expectations. Information obtained should be summarized in writing and used in deciding on a 
decision-making process and criteria.

4. Determine and obtain available information “inputs,” including comprehensive 
plans and needs assessments.

Ideally, most or all of the information listed in the table below will be available as “inputs” 
to decision making. This information will help in making decisions about service priorities and 
resource allocations. HAB/DSS does not expect all of these data components to be used, but many 
States have found that using a combination of data provides the best results.
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Checklist of Data/Information for Priority Setting and Resource Allocation 

Check if 
used

Data/Information Used for Priority Setting and 
Allocation of Funds

Current as of 
(Mo./Yr.)

Used by: 

Epidemiologic Data
Trends/changes in HIV incidence and/or prevalence

Trends/changes in AIDS incidence and/or prevalence

Changes in the demographics of the EMA’s HIV/AIDS 
cases in relation to the total population as a measure of 
disproportionate impact on specifi c populations
Information regarding populations with special needs, 
including barriers to care and other access issues

Quantitative data regarding persons living in the EMA who 
know they have HIV but are not receiving HIV/AIDS primary 
medical care
Other:

Outcomes Evaluation Data (e.g., effects on clients receiving specifi c services).
Client-level health status outcomes – primary medical care

Other health status outcomes 

System-level health status outcomes

Other:

Service Utilization Data
Numbers of unduplicated clients; numbers of units of service 
provided

Demographic information regarding who is and is not 
accessing care

Other:

Service Cost Data
Unit costs for each service, known or estimated

Cost-effectiveness data, if available

Other:

Qualitative and Needs Assessment Data
Focus group fi ndings

Client Survey results

Key informant interview fi ndings

Estimates of unmet need among clients in the service area’s 
continuum of HIV/AIDS care
Estimates of unmet need among clients not in the service 
area’s continuum of HIV/AIDS care

Other Relevant Data
Co-morbidity, poverty, insurance status data 

Information on other funding streams
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Identify missing information before priority setting begins to avoid confl ict over any limitations 
in the process caused by a lack of data. Identifying information gaps will also help to improve the 
information inputs for next year’s decision making.

Often, the information listed will be available but not in an easily usable form. For example, 
the needs assessment may be quite lengthy. An important task is to determine the kinds of 
information needed from each of these inputs and prepare summaries in narrative or chart form 
for use in decision making. For example:

• Needs assessment information might be summarized to provide a prioritized list of service 
needs as identifi ed by the various needs assessment activities.

• Non-CARE Act funding might be presented in terms of dollars available for each service 
category, broken down by service model, target group, and/or geographic location where 
available.

5. Identify a list of service categories for consideration, including defi nitions, 
components, and how best to deliver each service.

HAB/DSS provides a list of HIV-related service categories and defi nitions that indicate what 
services may be funded under specifi c titles of the CARE Act.* Prioritized services should be 
consistent with this list. Those that fall outside these areas (in cases where the State has other 
service lists and defi nitions) may be included, provided they are in compliance with existing HAB/
DSS policies on allowable services.

Because different terms are sometimes used to describe similar services, and certain activities 
can be provided in more than one service category, a consistent listing can greatly simplify 
discussions about needs and priorities. For example, in some service areas, client advocacy is 
considered a part of case management, while in other locations it is a separate service category 
or is included in various program areas (e.g., housing services staff provide client advocacy on 
housing services, while personnel within medical clinics provide client advocacy on health care).

Following are helpful steps in defi ning the service categories:

• Review the approved list of service categories and defi nitions provided by HAB/DSS in its 
annual application guidance.

• Review the list used last year in presenting service priorities.

• Consider components and delivery mechanisms that are important to your continuum of care. 
They may need to be separately identifi ed for consideration in priority setting and resource 
allocation. These might include:

-  Types of service interventions (e.g., the category of Food Bank/Home Delivered Meals/
Nutrition Supplements might include home-delivered meals, food banks or food pantries, 
and food vouchers and nutritional supplements).

-  Specifi c subpopulations who must be served (e.g., women, gay men of color, homeless, 
injecting drug users, Latinos, African Americans).

* See the Appendix for a list of service categories that may be funded under Title II.
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-  Specifi c geographic areas (e.g., the major cities or counties included in the service area).

-  Types of organizations that might deliver the services. Priority setting might stipulate what 
provider characteristics should be looked in the RFP that is issued for funding of service 
providers. However, selection of particular providers/agencies that should deliver a given 
service must be left to the contracting process.

Remember that the service categories should be listed so they illustrate options for 
consideration in meeting documented needs. For each HIV health care need identifi ed, choose 
the service interventions that work best in your area. For example, your needs assessment might 
indicate that PLWH need to have their care coordinated. This might be accomplished through case 
management or through some other service intervention. Once a list of service categories and 
interventions is developed, the committee should provide it to the full planning body for review 
and approval. The box suggests two ways to approach defi ning service categories.

TWO MODELS FOR DEVELOPING SERVICE CATEGORIES 

Model A. A service priority may be specified as a broad service category with 
several “subcategories” within it, such as: 
• Case management, including family-based case management, early intervention, 

and intensive models; culturally appropriate case management for gay men of 
color, Latinos, African Americans, and women must be available as needed in each 
of the three counties in the service area. 

• Outpatient medical care, with specific capacity for serving women with HIV 
disease including pregnant women, to be available in each of the three counties in 
the service area. 

Model B. Services for specific populations or geographic areas, or using 
different types of interventions, may be specified as separate priorities. For 
example, a planning body might specify several different priorities that involve 
case management services for different groups of clients, different geographic 
areas, or different service models, such as: 
• Case management for Spanish-speaking/Latino clients 
• Case management for African Americans 
• Case management for injection drug users, and 
• Case management in rural county X.
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6. Agree on principles to be applied in decision making.
Sound priority setting must be based on principles and criteria for decision making, which 

must be clearly stated and consistently applied. A fi rst step is to identify—and obtain any needed 
review and approval of—the principles that will be used in guiding the decision-making process 
(see examples below.) Often, such principles have been discussed and refl ected in the area’s 
comprehensive HIV services plan. In making decisions about priorities, the decision-making body 
should consider whether proposed priorities are consistent with these principles.

Sometimes documentation may not exist to apply all these principles. For example, cost-
effectiveness and outcome-effectiveness data may not be available. Note how the lack of information 
limits the quality of decision making and specify additional information needed in future years

POSSIBLE PRINCIPLES TO GUIDE DECISION MAKING 

1. Decisions must be based on documented needs. 
2. Services must be responsive to the epidemiology of HIV in this service area. 
3. Priorities should contribute to strengthening the agreed-upon continuum of 

care, including providing primary health care, limiting duplication of services, and 
minimizing the need for hospitalization. 

4. Decisions are expected to address overall needs within the service area, not 
narrow advocacy concerns. 

5. Services must be culturally appropriate. 
6. Services should focus on the needs of low-income, underserved, and severe needs 

populations. 
7. Equitable access to services should be provided across geographic areas and 

subpopulations. 
8. Services should meet Public Health Service treatment guidelines and other 

standards of care and be of demonstrated quality and effectiveness.
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7.  Determine the criteria to be used in priority setting.
In addition to principles, agree on the criteria to be used in setting priorities. These criteria 

should be “weighted” to determine which ones are most important in making decisions. Suggest 
a limited number of criteria and indicate which are most important. The box below provides 
sample criteria.

An experienced planning body with extensive information “inputs” may want to add more 
criteria, based on the principles agreed upon in Step 6. The criteria and their relative weight 
should be discussed and agreed upon by the full planning body.

SAMPLE CRITERIA FOR PRIORITY SETTING

1. Documented need, based on:
- The epidemiology of the local epidemic
- Service needs specified in the needs assessment including unmet needs of 

individuals who are HIV-positive but not in care and of historically underserved 
communities

- Documented capacity development needs resulting from disparities in the 
availability of HIV-related services in historically underserved communities, and 

- Other structured sources of information. 

2.  Quality, cost effectiveness, and outcome effectiveness of services, as 
measured through outcomes evaluation, quality management programs, 
client surveys, and other evaluation methods. 

3.  Consumer preferences or priorities, including services and interventions 
for particular populations, especially those with severe need, historically 
underserved communities, and individuals who know their status but are 
not in care. 

4.  Consistency with the continuum of care, and its underlying priorities, 
such as ensuring access to basic health care, minimizing the need for 
hospitalization, and eliminating duplication of services. 

5.  Balance between ongoing service needs and emerging needs, reflecting 
the changing local epidemiology of HIV disease.
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Note that these sample criteria do not include fi nancial considerations, such as availability 
of other funding streams or unmet demand. This priority-setting model assumes that priorities will 
refl ect judgment concerning needed services to provide a continuum of care, regardless of how these 
services are being funded and the extent of unmet demand for these services. Funding availability 
and unmet needs associated with these service priorities are considered in Step 12, as part of the 
resource allocation process.

In establishing service priorities, consideration of the availability of other funding and the 
extent of unmet service needs is required. Review suggested procedures and charts in Step 12 
before deciding on the criteria to be used in priority setting.

8.  Determine the decision-making process to be used.
Once all the prior steps have been completed, principles and criteria for decision making will 

have been adopted, and arrangements will have been made to obtain summaries of available 
information “inputs” for review during the decision-making process.

The recommended decision making-process should be reviewed and revised as needed. There 
is no one decision-making process or method for priority setting. However, the considerations 
described below, refl ecting the experience of several planning bodies, can help develop a practical 
method.

As noted earlier, some planning bodies may want to combine the priority setting and resource 
allocation processes. However, if a committee is doing the preliminary work, it is generally better 
for the entire planning body to review and approve the service priorities before the committee 
begins to allocate resources to them. This ensures careful planning body attention to both 
responsibilities and prevents the committee from having to redo the allocations process if the 
planning body makes signifi cant changes to the service priorities.

Issues to Consider in Defi ning the Priority-Setting Process
Consider the following issues in defi ning a decision-making process:

• Openness of Process. All decisions should be made in an open forum, whether by a 
committee or full planning body. The public might not be asked to participate in the decision 
making but should be free to observe it. Therefore, a calendar of meetings should be agreed 
upon and publicized within the community, and all decision-making meetings should be held 
in large and accessible locations and at scheduled times designed to encourage community 
attendance. A planning body serving a large geographic area might hold meetings in several 
different locations.

• Information Base for Decision Making. Documented information in the form of summaries 
of the needs assessment and other information inputs should be made available to everyone 
through a single “point person,” such as a committee member or staff member. All members 
should have access to the same information and be able to request full copies of documents 
if desired. Training or other assistance should be provided to members less familiar with the 
CARE Act so they will feel comfortable using the information.

• Quorum Requirements. Explicit quorum requirements should exist for the committee and the 
full planning body.
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• Minimizing Confl ict of Interest. The decision-making process may create temptations for 
members to advocate narrowly for service categories or for interventions for populations and/
or geographic areas served by a member’s agency (public or private). The committee and full 
planning body should defi ne confl ict of interest and establish mechanisms to minimize it. This 
is particularly important because many planning bodies have a high proportion of members 
who are service providers. Mechanisms might include:

-  Full disclosure of relationships with HIV/AIDS service providers and the types of services they 
provide

-  Allow members with potential confl icts to participate in discussions but not vote

-  Limit participation in discussion to service categories where there is no potential confl ict of 
interest.

-  Exclude providers with potential confl icts of interest from serving on the Priority-setting 
Committee or ensure that individuals with a potential confl ict constitute a minority on the 
committee.

-  Begin each meeting by reminding members of the mission of the planning body and the 
purpose and importance of priority-setting.

-  The challenge is to manage confl ict of interest without excluding from the discussion those 
with needed service knowledge and experience.

• Voting Procedures. Voting procedures should be agreed upon in advance and approved by 
the full planning body.

• Decision-making Method. The procedure to be used in making decisions should be specifi ed 
“up front.” Examples include a consensus method, a nominal group process, or some other 
procedure. Several of these methods are described below.*
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METHODS FOR DECISION MAKING 

•  Group discussion and consensus. The decisions to be made are listed, 
discussed formally or informally, and decisions reached without a formal 
vote. 

•  Aggregate checklists or score sheets. The decision makers rank a list of 
items such as service categories in order of priority, individual rankings are 
aggregated, and the items with the top scores are selected or become the 
group’s priorities. 

•  Nominal group process. A series of small-group procedures are used that 
limit verbal communication so that ideas will not suffer due to premature 
evaluation, social pressures, etc. This method can be used with variations to 
include several groups operating at once, or calculation of the total votes 
across groups. The following sequential steps are typical: 

1. A small group such as a committee comes together and is asked a single 
question 

2. Members write down their individual responses (such as service priorities), in 
silence 

3. Individual responses are then elicited in a round-robin fashion (one at a time) 
until all responses have been offered and recorded by a moderator so everyone 
can see them 

4. The group discusses and clarifies all responses, and 
5. Members vote individually to select a predetermined number of responses 

and rank them in order of priority. A summation of votes determines the top-
ranked priorities. 

•  The Delphi method. This consensus-seeking technique relies on a series of 
questionnaires to generate anonymous ideas that are successively reviewed 
and refined without any group interaction or discussion. A questionnaire is 
mailed to each decision maker, who responds individually and mails it back; 
responses are ranked and sent back for further ranking and refinement. This 
technique is most useful when participants cannot be brought together 
because of geographical or scheduling problems, when decision making 
involves several stages and some of them need to occur without meetings, 
or when the number of decision makers is large. 
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• Leadership. The planning body should decide who will lead the decision-making process. Co-
chairs might provide leadership to ensure that everyone is heard, the agreed-upon process is 
followed, and time limits are placed on discussion.

• Decision-making Responsibility. Responsibilities of the committee and the full planning body 
should be defi ned. The committee might begin by reviewing its defi nition of the task and 
planned outcomes, as decided in Step 1 of this process, and the agreed-upon responsibilities 
of the committee and full planning body, as decided in Step 2.

-  Committee Responsibilities. The committee might be charged with developing an initial 
list of recommended priorities. Its responsibility might include presentation of summary 
information documenting needs, discussion of identifi ed needs and service interventions 
to best meet these needs, and time-limited discussion of recommended priorities. The 
committee might also discuss and recommend planning body support and program 
support activities that require funding (such as needs assessment, comprehensive planning, 
outcomes evaluation, and/or development of clinical protocols).

-  Full Planning Body Responsibilities. If delegated by the State, the full planning body 
is responsible for approving priorities. If preliminary work is done by a committee, the 
planning body should review their recommendations and adjust them to refl ect the 
consensus of the full body, resolving any areas of disagreement.

• Meeting Schedule. Meetings necessary to carry out the process should be scheduled in 
advance and publicized.

-  The fi rst committee meeting might be held after the planning body has approved a 
decision-making process, to review the process, criteria, and information “inputs” and train 
participants on the decision-making method.

-  The committee might then hold a second meeting, or more as needed, at which it will 
implement the priority-setting process and be prepared to recommend service priorities to 
the full planning body.

-  The last meeting might include the entire planning body. The committee would 
recommend and the planning body review and revise suggested priorities, and agree on a 
fi nal list of service priorities.

9.  Implement the process: set service priorities, including how best to meet them.
Once the planning body has adopted a priority-setting process, including an agreed-upon 

method to make decisions, implement the priority-setting process, with staff support where 
available. Following is a detailed case study example of how one planning body carries out the 
decision-making meetings and follow up, involving both a preliminary priority-setting meeting of 
a committee and a fi nal priority-setting meeting of the full planning body.
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EXAMPLE OF A PRELIMINARY PRIORITY-SETTING COMMITTEE MEETING 

1. A roll call ensures that committee members present represent the diversity 
necessary for an informed priority-setting process. 

2. To address conflict of interest concerns, the chair asks members of the 
committee to disclose any relationships with current and potential CARE 
Act service providers (e.g., employment, board membership, spouse/partner 
employment or board membership, financial relationship) and indicate the kinds 
of HIV/AIDS-related services these providers offer. Two provider representatives 
disclose that they are the only provider in the service area that delivers a 
particular type of service. Because the priority-setting process does not involve 
decisions to fund particular providers, all committee members are permitted to 
participate in discussion and voting. 

3. The chair reads the principles and criteria that have been adopted to guide the 
priority-setting process, and asks whether they are clear and understandable 
to all members. The chair also reminds the committee that they are expected 
to represent the interests of all PLWH in the service area when they set service 
priorities. 

4. Several members of the committee and planning body staff (previously assigned 
this responsibility) present summary information on documented need—including 
the needs of individuals who know their status but are not in care—as well as 
service quality and outcomes and consumer preferences. All members receive 
handouts summarizing this information in narrative or chart form. Included is 
a chart showing the number of people with HIV disease in the service area, by 
stage of illness. These data are presented by population (women, racial/ethnic 
minorities, homeless, substance abusers) where available. 

5. The committee reviews the list of essential services (the core continuum of care) 
as agreed upon by the planning body. 

6. The committee reviews the agreed-upon list of service categories, with reference 
to priorities established last year. 

7. The committee discusses how best to meet each identified need, in terms of 
specific service interventions and the service categories through which they 
might be provided. Specific components or interventions are specified within 
service categories, populations and geographic areas of focus identified, and 
service categories added to the list where needed. To generate this information 
about needed services, the committee uses a “nominal group process,” writing 
down individual lists, and then sharing their responses using a “round robin” 
process, until all contributions have been presented and recorded on an easel 
pad or whiteboard. Responses are clarified as needed. The group attempts to 
reach consensus around the scope and components of each service category and 
identifies areas of disagreement for presentation to the full planning body. 
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A PRELIMINARY PRIORITY-SETTING COMMITTEE MEETING 
(CONTINUED)

8. Committee members present their recommendations for service priorities through 
a structured discussion, with time limits enforced by the chair. 

9. During the discussion, all committee members are expected to base their 
recommendations on the agreed-upon principles and criteria. If a recommendation 
violates the principles or does not reflect the criteria, other members take 
responsibility for pointing this out and challenging the member to meet these 
requirements. 

10. Once the discussion period has been completed, the chair restates the principles 
and criteria to be used in decision making. Then each committee member is asked 
to individually rank the service categories, using prepared sheets. 

11. Individual rankings are tabulated and an aggregate listing of service priorities 
is generated. The committee reviews these priorities and makes needed 
adjustments, by consensus in most cases, and by vote in two situations where 
consensus was not possible. Areas of disagreement are recorded for presentation 
to the full planning body. 

12. The committee identifies Planning Body Support and Program Support activities 
that are expected to require resources during the program year. Examples 
include: planning body staffing, an updated needs assessment to gather 
data about the needs of PLWH who know their status but are not in care, an 
updated comprehensive plan, and evaluation of cost effectiveness and outcome 
effectiveness. A “nominal group process” is used to add to the list of possible 
Program Support activities. Then the committee conducts a preliminary vote to 
select the top three priorities. Activities not among the aggregate top three 
are listed as “low priority” but retained for full planning body review. Remaining 
activities are then ranked in priority order through a tabulation of individual 
committee member rankings, for presentation to the full planning body. 

13. Selected committee members and/or staff document the process and 
recommendations for use in the presentation to the planning body.
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A PLANNING BODY MEETING TO SET SERVICE PRIORITIES 

1. Prior to the meeting, the planning body receives the following:
- Summary information on documented needs, consumer preferences, and 

service quality and outcomes 
- A list of the agreed-upon decision-making principles and criteria, and
- The committee’s recommended service priorities, along with a summary 

documenting the process used, their rationale for adding or refining service 
categories, and any areas of serious disagreement. 

2. At the beginning of the meeting, the chair addresses possible conflict-of-interest 
concerns by asking members to disclose any relationships with current and 
potential CARE Act service providers and indicate the kinds of AIDS-related 
services these providers offer. Provider staff, board members, and volunteers 
provide these disclosures, as does the partner of a provider director. Several 
provider representatives also disclose that they are the only providers of certain 
services; they agree to respond to questions about those services but not to 
serve as their primary advocates. Because the priority-setting process does 
not involve decisions to fund particular providers, all committee members are 
permitted to participate in discussion and voting. 

3. The chair reads the principles and criteria adopted to guide the priority-setting 
process and ensures that all members understand them. The chair also reminds 
the committee members that they are expected to represent the interests of all 
PLWH in the service area when they set service priorities. 

4. Committee representatives present the recommended list of service priorities, 
including specific components, populations, and geographic areas identified within 
service categories. Priorities are justified in the context of documented need 
(with special attention to historically underserved communities and the needs of 
individuals who know their status but are not in care), consumer preferences, and 
evaluation data. Areas of consensus and disagreement are identified. 
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A PLANNING BODY MEETING TO SET SERVICE PRIORITIES 
(CONTINUED)

5. Planning body members raise issues and concerns, and committee members 
justify their recommendations by explaining how they reflect the decision-making 
criteria and principles. 

6. Planning body members suggest refinements to the priorities. They are asked to 
justify their recommendations through the agreed-upon criteria. Most changes 
are made by consensus. 

7. Several areas remain where consensus is not possible, so the planning body 
members are asked to individually rank these possible service priorities using a 
scoring sheet. Results are tabulated, and the revised priorities are reviewed and 
further refined where necessary. The chair indicates that if one-third or more 
of members feel further refinement is needed, time-limited discussion will be 
permitted and members will be asked to vote on the ranking of specific categories 
about which there is no consensus. Because there is a high level of disagreement 
about the relative ranking of two service categories, voting is used for these 
service categories. The results of the vote generate a final list of service 
priorities, which is approved by consensus. 

8. The planning body ensures adequate written documentation throughout the 
process, including specific notation of areas for possible improvement, such as 
missing or incomplete information. Follow-up discussion is planned to be sure that 
these needs are adequately recognized in the resource allocations process, to 
improve the amount and quality of information available for the following year’s 
priority-setting process.
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10. Defi ne the scope of the resource-allocation process.
If the planning body is responsible for resource allocations as well as priority setting, it should 

now defi ne the scope of this activity. The extent of the effort depends upon the planning body’s 
scope of responsibility. Some planning bodies are responsible for allocating funds from one 
CARE Act title, while other handle multiple sources, such as Title I, Title II, and HOPWA (Housing 
Opportunities for People With AIDS) funds.

Step 1 identifi ed typical outcomes for the priority-setting and resource-allocation task. The 
desired outcome of the resource-allocation process is typically a chart showing the percent 
or dollars to be allocated to each service category or subcategory. To reach this outcome, the 
resource-allocation process typically requires the following activities:

• Specify the sources and categories of funds to be allocated.

• Use the results of the priority-setting process to specify the functions to which funds may be 
allocated (priority service categories, Planning Body Support, and Program Support activities).

• Determine funding gaps for prioritized services by reviewing the sources and amounts 
of funding allocated by other sources to support particular services. This will enable the 
planning body to determine if there is a funding gap to which it should respond (See Step #12 
for methods for determining unmet service needs and funding gaps).

• Project the expected amount of funding (or minimum and maximum funding levels) from 
each source that must be allocated.

• Allocate a specifi c number of dollars or a percent of the total available funding from each 
specifi ed source to the service categories and non-direct-service functions.

Present the results of the resource allocations task in summary form. This might mean 
preparing a chart indicating service priorities and resource allocations to each of those services—in 
terms of dollars or percent of funds—with a separate column for each funding stream for which 
the planning body is responsible. The format for presenting the completed task might be as 
shown in the sample Priorities and Resource-Allocations Chart at the end of Step 13. Additional 
columns would be needed for each additional funding source. An additional column might also 
be used to show the dollars allocated to each service category and subcategory, in addition to the 
percent of funds.

Generally, resource allocations will need to be completed before fi nal fi gures are available on 
funding. Therefore, allocations can be based on various funding assumptions, such as:

• Funding will be unchanged from the prior year

• Funding will be a specifi ed percent - such as fi ve percent or 10 percent - below the prior year, or

• Funding will be a specifi ed percent - such as fi ve percent or 10 percent - above the prior year.

Or, allocations can be based on an expected minimum level of funding, with information 
about how additional funds will be allocated, as in the fi rst scenario described in Step 13.
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11. Agree on the principles, criteria, decision-making process, and methods to be used 
in allocating funds to service categories.

Factors to use in resource allocation are usually similar to those used for priority setting, with 
some refi nements. The principles and criteria used for priority setting should modifi ed as needed 
for use in the allocations process. If a committee is delegated responsibility for recommending 
resource allocations to the full planning body, the committee should recommend, and the 
planning body should review and approve, these factors.

Regarding principles, the planning body might want to add the following, which refl ect CARE 
Act requirements:

• The CARE Act will be considered the funder of last resort.

• The CARE Act will not be able to meet all identifi ed needs.

Regarding criteria, the planning body might want to add the following:

• Lack of other funds. Resources from other sources are not available to meet this service need.

• Cost-benefi t. The service provides a high level of benefi t for PLWH relative to its cost.

Regarding the decision-making process, many issues need to be considered. If the planning 
body uses a committee process to set priorities, it can use the same committee to do the resource 
allocations, including the same attention to scheduling and publicizing meetings and ensuring 
open forums. The complexity of the resource-allocation process makes especially important a 
committee process—supported by staff work and followed by review and decision making at a full 
planning body meeting.

As with priority setting, the committee should recommend the process to the planning body, 
and the planning body should review and approve it. Many of the considerations are identical to 
those identifi ed in Step 8; some additional considerations are described below.
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ADDITIONAL ISSUES TO CONSIDER 
IN DEFINING THE RESOURCE-ALLOCATION PROCESS 

• Baseline or Starting Point for Resource-Allocation Decisions. Several different starting 
points can be used for resource allocation decisions. For example:

- The planning body can use a “zero-based budgeting” approach, which means that all 
allocations are determined without using last year’s allocations as a starting point. If 
this approach is used, be sure to consider multi-year commitments and the content of 
your multi-year strategic plan, as well as consumer expectations that core services will 
be maintained.

- Allocations from the previous year can be used as a starting point, if you believe that 
last year’s allocation process was sound.

 This is likely to be easier for most planning bodies. It requires attention to changes in 
service priorities as established in Step 9, the extent to which the planning body feels it 
implemented a fair process, changes in the epidemic within the service area, information 
about service costs and unmet needs, and the availability of other funding streams to 
support priority service categories.

• Processes or Formulas for Resource Allocations. Many planning bodies find it helpful 
to use alternative scenarios or allocation formulas in resource allocation. This enables 
the planning body to agree on a process to use consistently in allocating funds. These 
scenarios should be developed following an analysis of estimated needs and costs by 
service categories. They require careful development and review, but once developed, they 
allow the planning body to decide among several different approaches for allocating 
resources to reflect service priorities.

• Decision-making Methods. Methods such as consensus, nominal group process, and/or 
discussion and voting might be used in making decisions about resource allocations. This 
should be determined “up front.”

• Minimizing Conflict of Interest. Both the committee and full planning body need to 
agree on how to manage and minimize conflict of interest in the resource-allocation 
process. The decision-making process may create temptations for members to advocate 
narrowly for the allocation of resources for the service interventions, populations, and/or 
geographic areas served by a member’s agency, public or private, or to a member’s own 
community. Members may also oppose funding to a particular category of service or 
population based on personal viewpoints. At a minimum, the committee and full planning 
body should require full disclosure of member relationships with AIDS service providers 
and the types of services they provide.* A member associated with a provider that is 
the only source of a particular category of services included in the priorities list should 
disclose this information. The planning body should decide whether such a member should 
be asked not to vote on certain allocation decisions, not to participate in the discussion, 
or simply to disclose the relationship.

* See also Confl ict of Interest and Planning Body Duties chapters in this manual.
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12. Estimate needs by service category.
Thoughtful resource allocation depends upon information available on:

• The need and demand for specifi c services

• The costs of those services

 As explained in Step 7, some planning bodies consider unmet service needs, including 
fi nancial requirements to meet these needs, in setting their priorities. If your planning body 
uses this approach, you may already have compiled this information by the time you begin 
the resource-allocation process. If so, make sure the materials described below are available for 
review as you determine resource allocations.

• The availability of other resources to support them, and

 Several of your analyses will require an inventory of the sources and levels of other 
governmental and nongovernmental resources available to support AIDS services in your 
community. Such information is also necessary to assess and, to the extent possible, quantify 
gaps in services. This inventory may be a part of your needs assessment.

• Capacity development needs of providers.

 A planning body that has incomplete information on these topics can make best use of 
available information by compiling it in a summary format and examining it alongside the 
service priorities.

The planning body should gather available information by service category. If information is 
available only for some types of services, use what is available and identify information gaps. It is 
particularly helpful to prepare charts that list service priorities in order and provide information 
needed for the allocations process. Examples of particularly useful analyses and charts follow.
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Prepare a comparison of the service priorities for the upcoming year with the priorities and 
allocations identifi ed for the current year. The chart format might look like this:

Service Priorities Comparison 

Service Category 
Priority 
for Next 

Year

Priority for 
Current Year

Percent of 
Current Year’s 

Allocation 

Amount of 
Current Year’s 

Allocation

Ambulatory Medical Care 1 1  27 $499,662

Drug Reimbursement (ADAP) 2   0  0

Emergency Financial Assistance 3  5  2 37,012

Food and Nutrition Services

 Home-Delivered Meals

 Food Pantry/Food Bank

 Nutritional Supplements/
Food Vouchers

4  4  4 74,024

Case Management 5 2 24  444,144

Obtain information on the units of service provided and the costs per unit of service or per client for the service 
categories or components within them. The most easily obtainable information might be the number of clients 
served in a year and the estimated costs per client per year. Your chart might look like this:

Services and Costs 

Service Category 
No. of Clients 

Served Per 
Year

Average Cost Per 
Client Per Year

Funding for 
Current Year

Ambulatory Medical Care

 City X

 County A

 County B

505

231

170

104

$989 $499,662

AIDS Drug Assistance Program (ADAP)  0  0

Emergency Financial Assistance 125  $296 37,000 

Food and Nutrition Services

  Home-Delivered Meals

  Food Pantry/Food Bank

  Nutritional Supplements/Food 
Vouchers

103

90

0 

$467

$289

 --

48,101

26,000

0

Case Management

  Spanish-speaking/Latino clients

  African Americans 

  Women 

320

372

82

 $419

$643

$864 

134,080

239,200

70,820
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If available, provide a more extensive analysis of your current year funding levels. For example, 
did funds for certain services (e.g., emergency fi nancial assistance) run out before the end of 
the year, or were funds reallocated because of under-expenditure or low demand? Obtain the 
grantee’s or administrative agent’s projection of unspent funds for each service category. If this 
information is available, make it a separate column on your chart. 

Estimate current service gaps in terms of unmet service need by priority. For example, given the 
current funding situation, estimate the number of PLWH who are not receiving primary care, case 
management, etc., and are in need of such services. If possible, provide this information by service 
priority, and estimate the costs for meeting that need. Review unit costs for the past year, and 
modify as needed to project for next year. Use a format such as the following: 

Unmet Service Needs and Cost Estimates 

Unmet Service Need
Estimated Number of 
Persons Needing But 
Not Receiving Service

Estimated Additional Cost 
of Meeting Need 

(Above Current Funding)

Drug Reimbursement (ADAP) 275 $2,750,000

Viral Load Testing 2,000 tests $240,000

Substance Abuse Treatment - 
women-focused 85 $255,000

Case Management - Family-
Centered; for Spanish-speaking 
clients

50 $43,000 

Ambulatory Medical Care in 
Outlying County X 80 $79,000

[List other unmet service needs]

 

Prepare a combined chart of estimated total needs by service priority, both met and unmet, and 
available funding. Using the format shown in the chart below, include the following: 

• Service priorities, including specifi c components like subpopulations and geographic area 
needs (Column 1).

• Total need (including met and unmet need), in terms of either number of clients or service 
units (as shown in Column 2).

• Average cost per client estimated for the next year (Column 3).

• Total funds required to meet the need (Column 4).

• Identifi cation of other available funds to meet service needs, by service priority (Column 5).

• The level of unmet need by service category (Column 6), which is the difference between total 
funds required to meet the need (Column 4) and other available funds (Column 5). 
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The chart might look like the following: 

Estimated Service Needs 

1
Service Priority

2
Total Need 

Per Year 
(Number 

of Clients)

3
Average 
Cost Per 

Client Per 
Year

4
Total 
Funds 

Required 
to Meet 

Need

5
Other 

Available 
Funds

6
Unmet 
Need

or Service 
Gap

Ambulatory Medical Care 950 $990 $940,500 $320,000 $620,500

AIDS Drug Assistance 
Program (ADAP)

750 Unknown Unknown Unknown Unknown

Emergency Financial 
Assistance (break out by 
Food, Transportation and 
Medications) 

420 $300 $126,000 38,000 88,000

Food and Nutrition 
Services

 Home-Delivered Meals

 Food Pantry/Food 
Bank

 Nutritional 
Supplements/Food 
Vouchers

180

350

200 

$470

$290

$160

$84,600

101,500

32,000

0

75,000

5,000

84,600

26,500

27,000

Case Management

 Community

 Early Intervention

 Family-Centered

400

500

160

$420

$645

$865 

168,000

322,500

138,400

80,000

36,500

32,000

88,000

286,000

106,400

[List other service 
categories]

 

Once you have prepared this information, you are ready to carry out your agreed-upon 
resource-allocation process. 
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13. Allocate resources to service categories.
To allocate resources to established priorities, you will probably need one or two meetings to 

agree upon and review the principles, criteria, and processes described in Step 11, and to develop 
and review the information described in Step 12. The allocations process might then proceed to 
the development of alternative scenarios or funding formulas. Based on the Step 12 information 
charts, you can develop alternative scenarios or allocation formulas for the committee’s review. 
Following are four possible resource-allocation scenarios:

Sample Scenarios for Use in Resource Allocations

Scenario #1

   Divide priorities into tiers of services and other activities, as follows:

• First-tier categories that are considered “core” or “essential” services

• Second-tier priorities that should be funded if funds permit, and

• Third-tier categories that should not receive funding this year.

   Determine what is likely to be the minimum amount of funding received. First allocate the 
funds needed to ensure continuation of fi rst-tier services at the same funding level as the 
current year, if continued funding is needed. Once these core services have received level 
funding, allocate a specifi ed proportion of additional expected funds (e.g., 60 percent) to 
all second-tier categories, so that they all receive the same percentage of the previous year’s 
funding level. Use the remaining proportion of funds (e.g., 40 percent) to expand funding 
for fi rst-tier categories towards the estimated total need. If funding is higher than projected, 
use the same allocations procedure (e.g., 60-40) to fund fi rst-tier and second-tier categories.

Scenario #2

   Continue to fund all existing services but at a specifi ed percent reduction (e.g., 11 percent 
cuts across the board) to generate a pool of $X dollars for allocation to new service priorities 
(e.g., drug reimbursements, viral load testing). If next year’s funding level were higher or 
lower than expected, increased funds might be allocated proportionately to current and 
new services, or cuts applied equally to all services.

Scenario #3

   Continue to fund at the same level those services with high priority rankings, or those 
identifi ed in the continuum of care as essential to life or essential to providing access to 
care. Cut other services by a specifi ed percent (e.g., three percent). Use the pool of funds 
created by the cuts to fund new priorities or unmet components of high-priority service 
categories (e.g., substance abuse treatment services for women, case management services 
for Spanish-speaking PLWH, ambulatory medical care in an outlying county). If the funding 
level is higher than expected, a set percentage of increased funds might go to new services, 
high-priority existing services, and lower-priority existing services. If the funding level is 
lower, a set percentage in cuts might be applied across all services.
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Scenario #4

   Divide services into tiers as in Scenario #1. Continue to fund existing services in fi rst and 
second tiers but decrease funding levels for second-tier services. Base these reductions on 
a careful review to identify services that are lower in priority, level of unmet need, and/or 
availability of other resources. Make suffi cient cuts to generate a pool of $X dollars to 
allocate to new service priorities and to increase allocations to specifi c high-priority services 
that have high levels of unmet need and low availability of other resources.

In all these scenarios, because the planning body does not consider resource availability in 
the priority-setting process, the highest-priority service within the EMA is not always the service 
that receives the highest allocation of resources. The highest-priority service may cost less than 
other services and/or other non-CARE Act resources may be available to fund it.* A planning body 
might, for example, identify outpatient primary health care as its top service priority, but allocate 
little or no CARE Act funding to the service category if funds were available from other sources. 
Similarly, a service category that was relatively lower priority but was not funded through other 
available funding streams might be allocated a large proportion of CARE Act funds. This approach 
to priority setting and resource allocation has the advantage that it applies regardless of changes 
in other funding streams. For example, if severe cuts were to occur in funding for outpatient 
primary health care, the planning body might want to reallocate some of its resources, but would 
not need to change its priorities. Similarly, if the demand for medications grew beyond the 
State ADAP’s capacity to meet it, a planning body might choose to allocate additional funds for 
medications rather than other services.

Resource allocations are fi nalized at a full planning body meeting. As with the draft service 
priorities, the committee presents and justifi es recommended resource allocations at an open 
meeting. Principles, criteria, needs and resource data, and the selected scenario are also presented 
and discussed. The full planning body reviews the entire process, especially the selected scenario 
and its rationale, and suggests modifi cations if needed, based on the criteria and the needs and 
resource information. The planning body either reaches consensus on the resource allocations, or 
adopts them through a formal vote.

Staff document the resource-allocation process along with the priority-setting process and 
results (See Step 1 for a sample format for documentation). Once this process is completed, the 
results of priorities and funding allocations are summarized, as in the table below.

* See also the section on Planning Council Duties in this manual.
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A RESOURCE ALLOCATIONS COMMITTEE MEETING 

1.  The chair makes sure that the committee members present provide the 
diversity needed for the resource-allocation process. 

2.  The chair describes the task to be completed, and reads the principles and 
criteria adopted to guide the process. She also reviews the planning body’s 
agreed-upon continuum of care to be sure everyone is familiar with it. 

3.  Committee members are asked to disclose any possible conflict of interest, 
and any relationship to providers offering services that are among the 
priority categories. A decision is made that all members may participate in 
discussion and/or voting but must refrain from voting on those categories 
in which they have a conflict of interest. 

4.  The committee members and staff who prepared the charts estimating 
service needs present their findings and analysis. They provide available 
information to address each of the criteria, such as information on service 
quality, outcomes effectiveness, and consumer preferences. Committee 
members ask questions and obtain clarification of available information 
and information gaps. 

5.  The committee discusses the information, with emphasis on unmet needs, 
the costs of meeting unmet needs, and the availability of other resources. 
New service priorities and components are highlighted, and the committee 
reviews the comparison between the new service priorities and those of the 
previous year. 

6.  There is discussion regarding the need to provide resource allocations for 
specific service components, populations, and geographic areas. 

7.  The alternative scenarios are presented and discussed. Staff have 
prepared charts showing what the allocations would be under each 
scenario. As agreed in Step 11 when the planning body determined the 
decision-making method to be used, committee members discuss and vote 
on which scenario to use. This scenario reflects what they feel best reflects 
the overall approach that should be used in allocating resources to the 
service categories. They pick Scenario #1. 
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A RESOURCE ALLOCATIONS COMMITTEE MEETING 
(CONTINUED)

8.  Once the outline of a scenario is agreed upon: 
a. Members discuss and agree upon the priority categories to be included in 

the first and second tiers, and those to be put in the third tier and therefore 
not allocated resources. There is consensus about five first-tier core services 
to be funded at not less than level funding. Because there is not consensus 
about where to make the cut-off for the second-tier priorities, considerable 
discussion occurs and a vote is taken; five additional categories are included. 

b. Planning body Administrative Support and Program Support priorities are 
considered separately. Consensus is reached that together they should 
receive 6.5% of total funding. 

c. The committee reviews its analyses of services, unit costs, other funding 
sources, and unmet needs in order to determine what cuts can be made 
from the second-tier services to generate funds for new priorities (e.g., to 
supplement State ADAP funds and fund viral load testing). Several sets of 
calculations are made during the meeting. Eventually, most members are 
satisfied with the numbers that result from the committee’s analyses. 

d. The committee provides recommendations to the planning body about what 
to do if the actual funding level is higher or lower than the dollar amount 
assumed in the allocations process. The committee projects allocations 
assuming other funding levels, from 10 percent below the projected level of 
$500,000 ($450,000) to 10 percent above that level ($550,000). There 
is discussion of whether a different funding scenario should be used. The 
committee decides to recommend that additional funds be allocated on a 
percentage basis to first-tier services, including new priorities. However, some 
members feel that two additional priority categories from the third tier should 
be funded if the actual funds received are more than 10 percent above the 
minimum projected. The committee decides that these areas of disagreement 
will be noted for presentation to the full planning body. 

9.   The recommended allocations are summarized in several charts based 
on level funding and assumptions of increased and decreased funding, 
and staff document the committee process for presentation to the full 
planning body. 
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Service Priorities and Funding Allocations 

Service Category and Description Priority Percent 
of Funds

Dollars
 

Primary Medical Care

[including services appropriate for women with 
HIV and for pregnant women]

 City X

 County A

 County B

1 29 

15

9

5

$536,674 

227,590

166,554

92,530

Medications/Drug Reimbursement (ADAP) 2 5 92,530

Emergency Financial Assistance

 Transportation

 Food & Nutrition

 Medications

3 2.5

1.0

.5

1.0

 46,265

18,506

9,253

18,506

Food and Nutrition Services 

 Home-Delivered Meals

 Food Pantry/Food Bank

 Nutritional Supplements/Food Vouchers

4 3 

1.6

1.0

0.4

55,518 

29,610

18,506

7,402

Case Management

[includes family-centered, early intervention, 
intensive models, among others]

 City X  [includes women-centered services; 
services for gay men of color, Latinos/Spanish 
speakers and African Americans]

 County A [includes services appropriate for 
Spanish speakers and African Americans]

 County B [Includes services appropriate for 
Latinos/Spanish speakers]

5 21 

11 

6 

4 

388,626 

203,566 

111,036 

74,024

Dental Care

 City X

 County A

 County B

6 4

1

1.5

1.5

74,024

18,506

27,759

27,759
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Service Category and Description Priority Percent 
of Funds

Dollars
 

Mental Health Care

City X [Includes culturally appropriate services 
for Spanish speakers and African Americans]

County A

County B 

7 8

5 

0

3

148,048

92,530

0

55,518

Transportation 8 3 55,518

Substance Abuse Treatment

  City X [Includes services appropriate for 
women, African Americans, Latinos/Spanish 
speakers, and for gay men of color]

   County A [Includes services appropriate 
for African Americans and Latinos/Spanish 
speakers

   County B [Includes services appropriate for 
Latinos/Spanish speakers]

9 4

2 

1 

1

74,024

37,012 

 
18,506 

18,506

Planning Body Support 10 5 92,530

Home Health Care

   Paraprofessional Home Health Aide Care

   Professional Care

   Durable Medical Equipment

11 3

2

0

1

 55,518

 37,012

 0

 18,506

Capacity Development Activities 12 1.5 27,759

Hospice Care
(Residential and Home)

13 1.5  27,759

Housing-Related Services

   Housing Assistance

   Transitional Housing

14 4

2

2

74,024

37,012

37,012

Day/Respite Care 15 1 18,506

Client Advocacy 16 2 37,012

Buddy/Companion Services
(Volunteer Coordinator)

17 1 18,506

Rehabilitation Care 18 0.5  9,253

Needs Assessment 19 1 18,506

TOTAL  100 $1,850,600
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These priority-setting and resource-allocation decisions are reported to the community. The 
planning body publicizes its decisions through public hearings or meetings in several locations.

14. Provide decisions to the grantee or administrative agent for use in procurement.
The planning body must provide the grantee or administrative agent with the results of 

the priority-setting and resource-allocation process as a basis for the selection of providers (the 
procurement process). The planning body’s priorities will refl ect specifi c population groups, 
geographic areas, and service delivery mechanisms.

15. Identify areas of uncertainty and needed improvement.
Once the entire process has been completed for the year, the committee and the full planning 

body should review the experience and identify ways to improve the process in future years. A 
designated group should:

• Identify missing or incomplete information that affected decision making, with emphasis on 
new legislative requirements or guidelines

• Consider how the allocations for non-service activities such as Program Support, as well as 
other initiatives that may not involve additional funds, could improve the amount and quality 
of information “inputs” for the following year

• Review the decision-making process for weaknesses or problems and seek solutions, with 
special attention to any aspects of the process that might make the planning body vulnerable 
to a grievance

• Review how confl ict of interest was managed, and whether additional efforts are required, and

• Make recommendations and plans for improvement, then assign responsibility for follow up to 
be sure they are carried out.

R E F E R E N C E S

This chapter is an update of Priority Setting and Resource 
Allocation, a HAB/DSS technical assistance guide 
published in 1998. 
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Introduction

Planning is central to the CARE Act’s focus on local and State decision making in developing 
HIV/AIDS care systems. Each grant year, planning bodies establish service and resource allocation 
priorities and implementation plans to address them. Comprehensive HIV services planning goes 
beyond this annual process and provides a road map for developing a system of care over time. It 
does so by reviewing needs assessment data, existing resources to meet those needs, and barriers 
to care. Additional useful information to review includes evaluation data (including data on cost 
effectiveness and outcome effectiveness of services) and contract monitoring data.

This information is used to set out long-term goals, objectives, and strategies for delivering 
services. The plan also refl ects the community’s vision and values about how best to deliver HIV/
AIDS care, particularly in light of limited resources.

Participatory comprehensive planning often has tangible benefi ts that help enhance program 
implementation. Planning can help a group develop decision-making criteria and contingency 
plans, preparing the planning body and the community for changes in the epidemic or resources. 
Planning also places services and systems of care in the context of many funding sources. By 
providing information, the process allows planning bodies to examine ways to increase the 
effi ciency of service delivery and to maximize the use of existing funding streams.

Comprehensive planning helps answer four basic questions:

1. What is our current system of care? (Where are we now?)

2. What system of care do we want? (Where do we need to go?)

3. How will we get there? (What steps can we take to develop this ideal system? In particular, 
what strategies are needed to assure access to the system in order to eliminate disparities?)

4. How will we monitor our progress?

3 Section VIII

Comprehensive Plan
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Legislative Background

States
The CARE Act requires States to develop a comprehensive plan for the organization and 

delivery of HIV care and support services to be funded under Title II. States are permitted to use up 
to 10 percent of the grant award for planning and evaluation.

Section 2617(b)(4) requires the State’s application for CARE Act funding to contain “a 
comprehensive plan that describes the organization and delivery of HIV health care and support 
services to be funded with assistance received under this part that shall include a description of the 
purposes for which the State intends to use such assistance, and that—

(A) establishes priorities for the allocation of funds within the State based on—

(i) size and demographics of the population of individuals with HIV disease (as determined 
under paragraph (2)) and the needs of such population (as determined under paragraph (3));

(ii) availability of other governmental and non-governmental resources, including the State 
medicaid plan under title XIX of the Social Security Act and the State Children’s Health Insurance 
Program under title XXI of such Act to cover health care costs of eligible individuals and families 
with HIV disease;

(iii) capacity development needs resulting from disparities in the availability of HIV-related 
services in historically underserved communities and rural communities; and

(iv) the effi ciency of the administrative mechanism of the State for rapidly allocating funds to 
the areas of greatest need within the State;

(B) includes a strategy for identifying individuals who know their HIV status and are not 
receiving such services and for informing the individuals of and enabling the individuals to utilize 
the services, giving particular attention to eliminating disparities in access and services among 
affected subpopulations and historically underserved communities, and including discrete goals, a 
timetable, and an appropriate allocation of funds;

(C) includes a strategy to coordinate the provision of such services with programs for HIV 
prevention (including outreach and early intervention) and for the prevention and treatment of 
substance abuse (including programs that provide comprehensive treatment services for such 
abuse);

(D) describes the services and activities to be provided and an explanation of the manner 
in which the elements of the program to be implemented by the State with such assistance will 
maximize the quality of health and support services available to individuals with HIV disease 
throughout the State;

(E) provides a description of the manner in which services funded with assistance provided 
under this part will be coordinated with other available related services for individuals with HIV 
disease; and
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(F) provides a description of how the allocation and utilization of resources are consistent with 
the statewide coordinated statement of need (including traditionally underserved populations and 
subpopulations) developed in partnership with other grantees in the State that receive funding 
under this title.”

Section 2617(b)(6) requires the State’s application for CARE Act funding to contain

“an assurance by the State that—(A) the public health agency that is administering the 
grant for the State engages in a public advisory planning process, including public hearings, 
that includes the participants under paragraph (5), and the types of entities described in section 
2602(b)(2), in developing the comprehensive plan under paragraph (4) and commenting on the 
implementation of such plan;”

The State is expected to provide the following planning-related information to HAB/DSS in 
describing its use of Title II funding:

• The purposes for which the State intends to use the funds, including the services and activities 
to be provided, and an explanation of how the State would maximize the quality of health and 
support services available to all PLWH

• How funded services will be coordinated with related services for individuals with HIV disease, 
and

• How the allocation and utilization of resources are consistent or not with the SCSN, developed 
in partnership with other grantees in the State receiving funding under this title.

The vast majority of States have established State-level planning or advisory councils to address 
the Title II comprehensive planning requirements.

Consortia
Under Title II, some States provide funds to HIV care consortia for assistance in planning, 

developing, and delivering comprehensive services for individuals and families affected by 
HIV disease. To be eligible for State assistance, the CARE Act requires consortia to conduct the 
following planning activities:

• Carry out an assessment of need within their geographic area, and

• Develop a plan, in consultation with PLWH and public health and community-based providers, 
to ensure the delivery of services to meet identifi ed needs.

In developing the HIV services plan, consortia must ensure that their service areas correspond 
to the geographic boundaries of local health and delivery systems for support services to the 
extent possible. In the case of services to rural residents, consortia must deliver case management 
services that link available community support services to specialized medical services. Consortia 
must demonstrate that adequate planning has occurred to meet the special needs of families 
with HIV disease, including family- and youth-centered care. A consortium must budget for 
comprehensive planning activities unless the State funds them directly.
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Consortium Planning Participants
In developing the comprehensive plan, consortia need to involve a broad range of 

stakeholders, including PLWH. The CARE Act requires the consortium to consult with the following 
entities:

• The public health agency that provides or supports ambulatory and outpatient HIV-related 
care in the consortium’s geographic area. If the public health agency does not provide such 
services directly, it should consult with the entity or entities that provide services directly.

• One or more community-based organizations (CBOs) organized solely for the purpose of 
providing HIV-related support services to PLWH.

• Public and nonprofi t private organizations that are Title IV grantees. If there are no such 
organizations in the area, the consortium must consult with representatives of organizations 
with a history of serving (1) women, infants, children, and youth with HIV disease and (2) 
family members who care for these individuals.

• The types of entities required by the CARE to be represented on Title I planning councils, such 
as PLWH who are unaligned with providers, health and social service providers, other CARE Act 
grantees, and other health care programs (e.g., Medicaid).

The consortium is required to make PLWH involvement a priority. The consortium’s facilitation 
of direct input by those who are most affected by this epidemic is key to successful planning. 
One of the most important lessons learned from consortia that have completed a comprehensive 
planning process is that the support of infected and affected communities is vital to ensure a 
sound comprehensive plan and its effective implementation.

HAB/DSS Expectations

Multi-Year Comprehensive Plans and Relationship to Implementation Plans. Each year, 
planning bodies establish priorities and allocate resources, which are then turned into goals and 
objectives in the funding application’s annual implementation plan. Comprehensive HIV services 
planning goes beyond this annual process. The comprehensive plan should drive development of 
goals and objectives in the annual implementation plan. In turn, the annual implementation plan 
is a tool to achieve goals and objectives in the comprehensive plan.

Beginning in FY 2003, States are required to submit an updated comprehensive plan based on 
an updated needs assessment.

Use of Title II Funds for Planning. States are allowed to fund planning activities, using grant 
funds in a variety of ways.

Focus of Comprehensive Plans. HAB/DSS expects States to develop multi-year 
comprehensive plans that will:

• Address disparities in HIV care, access, and services among affected subpopulations and 
historically underserved communities

• Establish and support an HIV care continuum
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• Coordinate resources among other Federal and local programs, and

• Address the needs of those who know their HIV status and are not in care as well as the needs 
of those who are currently in the care system.

• Include strategies that:

A. Identify individuals who know their HIV status but are not in care and inform these individuals 
of services and enable their use of HIV-related services

B. Eliminate barriers to care and disparities in services for historically underserved populations

C. Provide goals, objectives, and timelines (as determined by the needs assessment)

D. Coordinate services with HIV prevention programs including outreach and early intervention 
services, and

E. Coordinate services with substance abuse prevention and treatment programs.

Relationship to the SCSN. The comprehensive plan must be compatible with existing State and 
local service plans including and in particular the Statewide Coordinated Statement of Need (SCSN).

Comprehensive Planning Process

While there is no single approach to planning, States must develop a planning process and 
outline planning tasks. The foundation for this is a clear understanding of what the planning body 
wants to accomplish, the key players who should be involved, and how the completed plan will be 
used.

Generally, a sound comprehensive planning process and plan do the following:

• Balance openness and inclusiveness with timely creation of a fi nal product

• Are developed in a coordinated manner with other CARE Act plans

• Provide guidance to the planning body in making decisions and developing contingency plans

• Build upon and are coordinated with the needs assessment process

• Refl ect coordination with the priority-setting process

• Balance service needs with the resources available to meet them, and

• Include evaluation guidelines to help the planning body self-assess the planning process.

Steps in the planning process are as follows:

• Plan to Plan

• Data Gathering and Analysis

• Plan Preparation, Approval, and Dissemination, and

• Implementation of the Plan

Each of these phases is described below.
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Plan to Plan
During this phase, the planning committee fi nalizes the goals and objectives for the planning 

process. The committee determines the questions to be posed about the HIV care delivery system 
in the area and the tasks required to generate answers to these questions. The planning committee 
develops a plan and criteria for collecting and analyzing data, makes recommendations to the 
planning council about a timeline and budget for the planning process, and assigns responsibilities 
for completing planning tasks. Some planning bodies hire consultants to assist with planning, if 
resources are available; sometimes it is possible to obtain pro bono planning assistance from a 
local university or public agency.

Data Gathering and Analysis
Because the comprehensive plan is a guide to help respond to the service needs of PLWH, 

these needs fi rst must be identifi ed. Typically, the planning body uses information from its 
epidemiologic profi le and other needs assessment data as input to the planning process.

If the data have already been collected, they need to be reviewed and organized for use in 
the development of the plan. Sometimes, if the needs assessment was incomplete or is outdated, 
additional information must be collected for the development of the plan. If more information 
is needed, instruments to collect data must be developed and pilot tested. Existing data—called 
“secondary data”—such as epidemiologic data, can be obtained from public health agencies 
and published and unpublished studies. Original data collected by the planning group—called 
“primary” data—can be gathered through surveys, interviews, focus groups, and other methods.

The planning committee can collect data with the assistance and input of the State, members 
of the planning committee, the needs assessment committee, planning body members, or paid 
consultants who have expertise in this area. The planning body can hire outside consultants to 
carry out the data collection and analysis. If a consultant is hired, the planning body still retains 
responsibility for the planning process and needs to supervise the work of the consultant and 
ensure that the voices of PLWH are heard.

Because the needs assessment will generate much of the needs and services information to be 
used in the comprehensive plan, needs assessment and comprehensive planning committees both 
benefi t from coordinating their efforts.

The information obtained is reviewed and discussed in terms of validity, strengths and 
limitations, and usefulness in answering the questions about the HIV care delivery system. Data are 
analyzed and formatted, and results are presented to the planning committee and planning body 
members in a manner that is easily comprehensible and useful in decision making about service 
priorities and major HIV service delivery issues.

Plan Preparation, Approval, and Dissemination
Once the available data have been gathered and analyzed, outline and prepare a plan 

document. The State or planning body receives a presentation of key information, usually in an 
open meeting to which the public is invited. The draft plan is reviewed by the planning committee 
or by the entire planning body and revisions are made as needed. The comprehensive plan must 
be approved by the State.
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Once the plan is presented, a dissemination plan is developed to ensure that key stakeholders 
receive copies of the plan and have an opportunity to provide feedback. The State may receive 
public comments and feedback about the plan formally at public hearings or through other 
venues such as community meetings, PLWH caucuses, and provider forums. PLWH and other 
community members have a vital role to play in helping obtain community input, including 
identifying key contacts in the community, organizing community forums, and serving as a liaison 
with PLWH caucuses.

Implementation
The last phase is to put the plan into action. In the implementation phase, the plan is used 

to make decisions about service priorities, resource allocation, and other critical service delivery 
issues.

The planning process should help guide the State and its planning bodies to consider services 
and systems of care in the context of a range of funding sources. By gathering information about 
existing services and methods of service delivery, the planning process allows the planning body 
to examine ways to increase the effi ciency of service delivery and to maximize the use of existing 
funding sources. The plan should guide response to changes in the epidemic and the availability of 
resources.

A comprehensive plan should cover a three- to fi ve-year planning cycle from the start of the 
planning process through implementation. However, changes in the epidemic may render some 
plans obsolete in a shorter time frame.

Most service priorities and allocation of resources are conducted on an annual basis. The 
comprehensive plan should provide goals and objectives that guide and are consistent with the 
annual priority-setting process.

Implementation requires monitoring the achievement of the plan’s goals and objectives and 
assessing the effectiveness and quality of the services on an ongoing basis. The schedule or vision 
for the plan can be adjusted and implemented along the way on an annual basis. It might take 
three to six months to develop a “plan to plan” (a schedule for major planning activities and tasks) 
and thus have a clear blueprint for planning. When writing the goals and objectives for the plan, 
think about needs and resources three to fi ve years down the road. Epidemiologic projections 
should cover a three- to fi ve-year time frame. For example, it will be important to be able to 
estimate the number of PLWH three or four or fi ve years from now. These are the people for whom 
services need to be planned. The goal is to be able to estimate the demand for units of the various 
types of services offered. Planning is not simply the production of a document—it is a process to 
help make decisions about services.
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Approaches

Community Involvement
The comprehensive planning process should include input from members of the planning 

council and the community. Increasing the level of community involvement in the needs 
assessment and planning process may be a challenge, particularly in rural areas. Identifying and 
involving the right mix of people is crucial.

Creative use of incentives can be the key to increasing community participation. For example, 
providing transportation to meetings may be especially helpful in rural areas where long distances 
are involved. However, this must be done in the context of the HAB policy regarding expense 
reimbursement. Community resources can be used for other expenses, such as refreshments, gift 
certifi cates and vouchers for services. These incentives may encourage attendance at meetings or 
focus groups.

Preserving confi dentiality may be a major challenge to widening community participation, 
particularly in rural areas where PLWH and their family members are often very reluctant to 
identify themselves. Planning bodies cannot plan for PLWH unless they plan with them.

Planning bodies have identifi ed ways to protect confi dentiality by enabling PLWH and their 
families to provide input without giving their names. A telephone number can be publicized, 
so that PLWH can call for anonymous interviews. Similarly, a group or individual in the PLWH 
community can make arrangements for PLWH to call in anonymously for informational interviews.

Participation Issues
The comprehensive planning process is demanding and requires a diverse group to work 

together to achieve consensus regarding both the planning process and the fi nal document. A 
diverse group of individuals may not share cultural or social backgrounds, professions, sexual 
orientation, HIV status, or work styles. They are likely to need some time to begin working 
together effectively.

Planning body members may contribute to the planning process in different ways and with 
varying degrees of intensity. The diversity of the membership can enhance, not hinder, the 
planning process if appropriate steps are taken to address potential challenges related to member 
participation. For example, consider using small short-term workgroups to focus on specifi c tasks 
in order to lessen burden on the whole group.

Planning bodies should consider the following factors before embarking on the planning 
process.

Degree of Diversity of the Planning Group
The more diverse the planning group in terms of varying socioeconomic backgrounds, age 

differences, race/ethnicity, and cultural differences, the more inclusive and representative your 
planning process. The group should not be limited to members of the planning body. It should 
include community members who can enhance the expertise of the group.
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Varying Levels of Education and Expertise in HIV Service Delivery
Participants working on comprehensive planning bring different levels of education and 

expertise. There may be participants who have not worked on HIV-related services for very long 
or who may be less familiar with committee meeting procedures and CARE Act legislation. PLWH 
who have known about their HIV status for several years or provider personnel, on the other hand, 
may be very familiar with infected communities, as well as policy and resource networks. If the 
planning body consists of a signifi cantly diverse group in terms of expertise and experience, it is 
advisable to consider these differences when setting the timeline for planning.

Special Needs of PLWH
PLWH members in advanced stages of HIV disease may not have the same amount of physical 

energy as other planning council members to devote to the planning process. Planning bodies 
need to consider this factor when they set deadlines and assign responsibilities. It is important to 
be considerate of PLWH who have much to offer the process but may not be physically able to 
follow a tight schedule. Reaching consensus at the beginning on roles and expectations for all 
participants, but especially for PLWH, can help avoid unrealistic expectations or misunderstandings 
later on.

PLWH, especially those who have been recently diagnosed, may be coping with the 
tremendous stress of facing HIV disease on a daily basis. Although it may not always be easy 
for the planning body to address this question (tacitly or explicitly), other participants need to 
recognize that for PLWH members, planning for HIV-related services is “very close to home.” The 
mechanisms that some PLWH in the planning body may use to cope with periods of work stress, 
time constraints, or contentious decision making may not always seem appropriate to others. 
The planning body should provide ample opportunities for PLWH to contribute to the planning 
process within the physical and psychological constraints the disease imposes on them.

Group Dynamics
Throughout the process, planning bodies may have to work with differences of opinion 

between different groups of participants such as providers, HIV-positive members, and individual 
health care professionals. People who are HIV-positive may emphasize the many immediate 
needs of PLWH as they face the disease. Providers may be concerned with establishing a set 
range of services. Other participants may stress the need to create a methodically planned, well-
orchestrated service system that is sustainable in the long run.

All of these perspectives can contribute to developing a realistic and effective comprehensive 
plan to guide the planning council. The planning body needs to have the capacity to integrate 
them into the fi nal product.

Confi dentiality
Preserving participants’ confi dentiality may be a major challenge to widening community 

participation in comprehensive planning, especially in rural areas where PLWH are often very 
reluctant to self-identify. Planning bodies have identifi ed ways to protect confi dentiality by 
enabling PLWH and their families to provide input without disclosing their names. For example, 
planning bodies can publicize their interest in receiving input from PLWH by providing a 
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telephone number that individuals can use to contact entities involved in the planning process 
without identifying themselves. Similarly, an intermediary group or individual known in the PLWH 
community can identify PLWH and arrange for them to call in for key informant interviews, again 
without giving their names. A PLWH task force that meets through teleconferencing can also 
provide input to planning council before it fi nalizes a plan.

Coordination with State Plans
Local and statewide planning needs to be conducted collaboratively. The more diverse the 

representation in the statewide and local planning processes, the better the plan will be and the 
greater the community support for implementation. Creative approaches are needed to get more 
people involved in statewide as well as local planning.

Maximizing Planning Resources
Planning bodies must fi nd ways to maximize resources for comprehensive planning. The 

possibility of sharing some costs with other CARE Act Titles and other HIV-related efforts in 
the region or State should be explored. For instance, in some cases, the State develops an 
epidemiologic profi le that the planning body can use for planning. In other cases, planning bodies 
may be able to share the cost and effort of developing an epidemiologic profi le with the HIV 
Prevention Community Planning Group. The profi le can be used by the local planning body and 
the State Title II program and may be useful to Title III and Title IV grantees as well.

TIPS 

Keep the following in mind when developing comprehensive plans: 
• Don’t re-invent the wheel. There is a lot to be learned from the successes and 

shortcomings of other States and EMAs. Many assessments have been done 
around the country and related assistance has been provided through the Ryan 
White Technical Assistance Contract. Request survey instruments and reports 
through your HAB Project Officer. Also, use surveys and other data already 
collected and analyzed in the needs assessment. Add new information only if 
specifically needed for the plan. 

• Pool resources. Think about what costs can be shared with other HIV-related 
efforts in your community or State. You may be able to share the cost and effort 
of developing an epidemiologic profile with the HIV Prevention Community Planning 
Group, for example. 

• Collaborate. Work with other CARE Act programs and other local and State HIV 
planning institutions. 

• Allow extra time in rural areas. Distance and confidentiality issues may present 
additional challenges in obtaining community input in rural areas. 
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Planning bodies need not “start from scratch” when designing a comprehensive planning 
process. Much information is available about other methods and their successes and shortcomings. 
Reports and survey instruments from other planning bodies and requests for technical assistance 
are available from HRSA/HAB. Planning bodies do not learn how to plan in a few weeks. The best 
ways to learn are by developing a plan and by learning from others with more experience.

States can support comprehensive planning by developing suggested comprehensive planning 
processes and formats, providing training sessions on comprehensive planning, bringing planning 
bodies and Title II consortia together to jointly address comprehensive planning responsibilities 
and needs, and encouraging coordinated efforts involving multiple planning bodies.

States can also assist planning bodies in obtaining epidemiologic data and support 
coordinated needs assessment and comprehensive planning activities that ensure the availability of 
the information needed to conduct effective planning. States may be able to provide the services 
of a planner or person skilled in data analysis who can help planning body members to make 
sound planning decisions. Such individuals may be available within State or local agencies or at 
universities.

Content of a Comprehensive Plan

The comprehensive plan should guide the planning body in the development of a coordinated 
system of care for PLWH. It should include clear goals, objectives and strategies for action as well 
as mechanisms for assessing progress. This section presents suggestions for planning bodies to 
organize their planning information in a logical format to best help decision making about HIV 
service priorities and funding allocations.

The content of a comprehensive plan document should be organized to provide clear answers 
to these basic questions: Where are we now?, Where do we need to go?, How will we get there?, and 
How will we monitor our progress?

What is our current system of care? (Where Are We Now?)
This section of a comprehensive plan should describe the status of HIV services within the 

geographic area of the planning council and describe the needs of PLWH. It should include the 
following:

• An epidemiologic profi le of the community

• The assessed needs of the affected population, both in and out of care

• An inventory of community resources, including availability of non-Title I funds (include an 
inventory of EIS and key points of entry, which is needed to identify the adequacy of services 
to link PLWH into care)
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• An assessment of provider capacity and capability (e.g., do current providers have the expertise 
and infrastructure to meet current and projected service needs?), and

• An assessment of service gaps and barriers to care for special populations*

What system of care do we want? (What steps can we take to get there? Where do 
we need to go, and how will we get there?)

This section of a plan should outline goals for a comprehensive continuum of care, and an 
action plan to help reach those goals. It may include the following information:

• Vision. A shared vision of how the planning body would like its system of care to function. This 
description may be an operational defi nition of the “continuum of care,” refl ecting the context 
within which the planning council works (i.e., its specifi c circumstances and needs). This 
approach incorporates the “continuum of care” concept into the development of the plan at 
an early stage. It also provides an opportunity for addressing the SCSN, and the coordination 
of Title II services with other services available to PLWH, especially services provided through 
other funding streams. Addressing the SCSN and coordination of services are legislative 
requirements.

• Values. Shared values or guiding principles that shape the HIV-related system of care in the 
region. Values may include cost-effectiveness, high-quality services, the role of the grantee or 
planning body as the payer of last resort, etc.

• Goals and objectives. These include long-term goals and objectives regarding systems 
planning, evaluation, and service-related action steps for each objective. The objectives need 
to be stated in very specifi c and measurable terms.

• Action plan. These are more specifi c steps—strategies and activities—to undertake in 
implementing the plan.

When identifying service goals, aim to strike a balance between identifying the community’s 
service needs and acknowledging the limited resources likely to be available to meet those 
needs. Choices may need to be made among competing needs when setting service goals and 
outlining strategies. This diffi cult process requires negotiating differences of opinion regarding 
the continuum of care and the most critical core services. Clear process guidelines for planning, 
particularly regarding decision making, are necessary to sustain an effi cient process as the plan is 
fi nalized. Comprehensive planning is not the same as priority-setting. The plan should pursue a 
realistic vision for developing the HIV/AIDS care system.

*  For more information on developing this part of a comprehensive plan, refer to the Needs Assessment chapter and the 
HRSA/HAB Needs Assessment Guide. 
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Sample Long-term Goal. Service integration 

Information Needed to Address Goal. Which services can be integrated 
throughout the region? How can providers share information effectively in 
order to make service integration possible? How would case management 
approaches need to change in a setting where services are integrated? 

Sample Short-term Goal. Provision of antiretroviral therapy according to 
established guidelines 

Information Needed to Address Goal. Which organizations currently 
provide such services for PLWH? Which ones could provide them in the future? 
What type of information would they need to obtain from other providers in 
order to provide appropriate antiretroviral therapy? How much would these 
services cost?

An action plan that includes strategies and activities will help achieve stated 
goals and objectives. Below is one approach to organizing the action plan: 

Plan. Where do we need to go, and how will we get there? 

Sample Goal. Increase access to primary medical care. 

Sample Accompanying Objective. To offer primary medical care services to 
special populations at non-traditional times. 

Strategies
• Provide alternative hours of operation.
• Ensure increased and appropriate utilization of existing services. 

Activities
• Find out which alternative hours of operation would be most convenient to 

consumers.
• Together with program personnel, develop guidelines that would ensure the 

appropriate utilization of services without creating barriers to access.
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How will we monitor our progress?
This section should outline a plan for monitoring and evaluation to assess progress in achieving 

goals and objectives and to update the comprehensive plan. The monitoring and evaluation 
plan should describe a process for tracking changes in a variety of areas including the epidemic 
itself and the community’s service needs, provider capacity and resources, as well as legislative, 
regulatory, and/or treatment guidelines. The monitoring and evaluation plan should also provide 
mechanisms to monitor grantee systems and to evaluate program effectiveness and quality of 
care.

The comprehensive plan should include specifi c guidelines for evaluating the decision-making 
process, the comprehensive plan itself, and the quality, costs, and effectiveness of services being 
considered. The plan should also specify processes, activities, and responsibilities for monitoring 
contracts with service providers.

To develop a plan for monitoring and evaluation of their comprehensive planning process, 
planning bodies can use the Self-Assessment Module (SAM) on comprehensive planning, 
developed by HRSA/HAB, to review past planning activities and improve future planning. The SAM 
provides activities to guide planning members through the components of the comprehensive 
plan and assist them in developing a comprehensive planning process.

For further information on comprehensive planning, see the HAB website at 
http://hab.hrsa.gov. The “Tools for Grantees” section includes materials on comprehensive 
planning. Many States also have websites that may include copies of the most current 
comprehensive plan for the area.
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Introduction

The CARE Act Amendments of 2000 places great emphasis on linking individuals with care 
immediately upon diagnosis and using support services to keep them in care over time. To support 
this goal, early intervention services (EIS) (i.e., HIV counseling, testing, and referral activities) are a 
fundable service under Titles I and II. Their goal is to expand efforts to identify people living with 
HIV disease (PLWH) who know their HIV status but are not receiving HIV-related services in order 
to bring them into care.

A related task for grantees is to enhance linkages with key points of entry into care. This refers 
to agencies that can deliver EIS and also help break down barriers to care by providing other 
services needed by clients, such as substance abuse treatment.

The anticipated long-term impact of EIS and key points of entry is to normalize screening for 
HIV in diverse social service and health care settings and to help reduce barriers to care for the 
traditionally underserved by expanding the network of referrals. Since many EIS-related services 
may already exist in the community, new EIS can be funded by Titles I and II as long as the grantee 
can demonstrate that other sources of funds are insuffi cient to meet current needs.

Legislative Background

Section 2612(c) of the CARE Act states that Title II funds may be used to provide:

“(1) …individuals with HIV disease early intervention services described in section 2651(b)(2), 
with follow-up referral provided for the purpose of facilitating the access of individuals receiving 
the services to HIV-related health services. The entities through which such services may be 
provided under the grant include public health departments, emergency rooms, substance 
abuse and mental health treatment programs, detoxifi cation centers, detention facilities, clinics 
regarding sexually transmitted diseases, homeless shelters, HIV disease counseling and testing 
sites, health care points of entry specifi ed by States or eligible areas, federally qualifi ed health 
centers, and entities described in section 2652(a) that constitute a point of access to services by 
maintaining referral relationships.”

4 Section VIII

Early Intervention Services
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“(2) Conditions.—With respect to an entity that proposes to provide early intervention services 
under paragraph (1), such paragraph applies only if the entity demonstrates to the satisfaction of 
the State involved that—

(A) Federal, State, or local funds are otherwise inadequate for the early intervention services 
the entity proposes to provide; and

(B) the entity will expend funds pursuant to such paragraph to supplement and not supplant 
other funds available to the entity for the provision of early intervention services for the fi scal year 
involved.”

Section 2617(b)(6) states that the annual Title II application submitted by the State will 
contain information required by the Secretary, including an assurance by the State that:

“(G) entities within areas in which activities under the grant are carried out will maintain 
appropriate relationships with entities in the area served that constitute key points of access to 
the health care system for individuals with HIV disease (including emergency rooms, substance 
abuse treatment programs, detoxifi cation centers, adult and juvenile detention facilities, sexually 
transmitted disease clinics, HIV counseling and testing sites, mental health programs, and 
homeless shelters), and other entities under section 2612(c) and 2652(a), for the purposes of 
facilitating early intervention for individuals newly diagnosed with HIV disease and individuals 
knowledgeable of their HIV status but not in care.”

HAB/DSS Expectations

Formal referral relationships are mandated by the 2000 Amendments, and EIS is permitted as 
an optional new Title II service category. EIS and maintaining appropriate referral relationships are 
closely interrelated because both expand the mechanisms available to eligible metropolitan areas 
(EMAs) for bringing HIV-positive individuals into care. HAB/DSS expects Title II programs to use 
these tools to reduce barriers and increase access to care, especially for people from traditionally 
underserved populations.

HAB/DSS expects Title II programs to address the need for early intervention services in their 
needs assessments and, where appropriate, in their service delivery plans. It also expects States to 
implement legislative requirements regarding referral relationships and points of entry.
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Components of EIS

Title II-funded EIS includes the following components:

1. Testing. The fi rst stage of EIS is testing to determine HIV status. The intent is to encourage 
testing that enables individuals to learn about their status early in the progression of the 
disease.

2. Counseling. Newly diagnosed individuals need counseling on living with HIV disease. 
Counseling should help them understand and modify behaviors that may compromise their 
health. In addition, it should encourage secondary prevention through such actions as self-
disclosure to sex partners or needle-sharing partners.

3. Information and Education. Newly diagnosed individuals need practical information on living 
with HIV disease, including the availability and use of treatment therapies.

4. Referral to Services. EIS should provide referrals to appropriate prevention and risk reduction 
programs to individuals who are HIV-negative. It should provide referrals to primary care 
and case management to those who test positive. Of particular importance is referral for 
appropriate medical evaluation and clinical care, such as CD4 cell monitoring; viral load 
testing; antiretroviral therapy; and prophylaxis and treatment of opportunistic infections, 
malignancies, and other related conditions. Individuals who are HIV-positive should also be 
referred, as needed, for such services as oral health care, mental health care, substance abuse 
treatment, nutritional services, specialty medical care, and other health services—either 
directly or through a formal referral mechanism.

DEFINITIONS 

EIS and enhanced referrals are defined as follows for purposes of Title II 
funding: 

Early Intervention Services under Title II include counseling, testing, referral, 
and information services designed to bring HIV-positive individuals into the 
local HIV continuum of care. 

Points of Entry are health care access points frequently used by traditionally 
underserved HIV-positive individuals to help meet their medical and social 
service needs. They are therefore key access points for referring such 
individuals into the HIV care system. 

Referral Relationships are written agreements between CARE Act-funded 
Title II providers and key points of entry. They detail linkages that will be 
established and maintained to promote access to HIV-related services for 
HIV-positive individuals not in care.
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5. Feedback Mechanism. A feedback mechanism between the agency providing counseling and 
testing and the agency providing the medical care and support services should be established 
and used to follow up on referrals and ensure that individuals were able to obtain needed 
services. (These services are often provided by the same agency and in such cases require only 
a telephone call to another division within the agency.)

Conditions for Funding EIS

EIS is a fundable Title II service category when the proposed services do not supplant existing 
EIS funding and when existing sources of funds in a specifi c area of the State are inadequate to 
reach targeted underserved communities. Since several State and Federal programs currently 
fund an array of EIS programs, the CARE Act is very specifi c about how and when counseling, 
testing, and referral activities should be supported under Title II. If the State decides to 
contract for EIS, these services should be:

• Included in annual State planning activities

• Consistent with Centers for Disease Control and Prevention (CDC) guidelines for HIV 
counseling, testing, and referral (for the most updated copy of these guidelines, see 
http://www.cdc.gov)

• Consistent with the requirement that post-test counseling emphasize the responsibility of 
individuals with HIV to inform their sex and/or injection drug equipment sharing partner(s) 
about their status in order to reduce transmission, and

• Inclusive of established referral relationships to be maintained by EIS providers, including a 
mechanism for receiving feedback from health and social support service providers to which 
clients are referred.

Planning for EIS

Before deciding whether to prioritize and fund EIS as a service category, Title II States are 
expected to assess the need for EIS as part of their regular needs assessment and priority-setting 
process. As part of planning for this service category, all States must:

1. Identify those local points of entry for persons who know their HIV status and are not in care.

2. Include this information as part of the State’s comprehensive plan and use the information to 
guide determination of the optimal location and composition of EIS.

3. Carry out a resource inventory to collect information on current EIS providers in the State, 
including those funded by other Federal programs, including other CARE Act titles, and State 
and local governments.
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4. Use this resource inventory and the points of entry referral information to assist planning 
bodies in identifying gaps in EIS and other services for those not in care and determining how 
to best fi ll those gaps. This may include funding an EIS service category.

5. If it is decided that EIS funding is necessary to increase access to care, integrate it into the 
service delivery implementation plan and the priority-setting and resource-allocation process.

Steps 1 and 2 above are required of all States regardless of whether EIS is funded. Once steps 
1-5 have been followed, contacting for and monitoring providers of EIS services is the same as 
with other HIV service categories.

EIS incorporated
into yearly

Planning Bodies
needs assessment

Planning Bodies
identify and rank

EIS as a service
category

Life of Early Intervention Services
Under Titles I and II

HRSA informed in
application of the process

for considering EIS and
that the needs have
otherwise been met

Agencies funded
to provide EIS

RFPs published
to community to

provide EIS
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Points of Entry and Eligible EIS Providers
In planning for the location and composition of Title II EIS, planning bodies and grantees 

should seek to expand the range of settings in which HIV-positive individuals are identifi ed and 
brought into care. HAB/DSS also expects each State to ensure that formal relationships are 
established between funded providers and entities that serve as points of entry into the continuum 
of care. These agreements should ensure that Title II providers continuously seek out individuals 
who know their status but are not in care.

These points of entry locations include, but are not limited to, the following types of 
organizations:

• Emergency rooms

• Substance abuse treatment programs

• Detoxifi cation programs

• Adult and juvenile detention facilities

• Sexually transmitted disease (STD) clinics

• Federally qualifi ed health centers

• HIV disease counseling and testing sites

• Mental health programs, and

• Homeless shelters.

The points of entry locations should be among the types of entities considered for Title II EIS 
funding, as should other entities, such as:

• Public health departments

• Current Title I, II, and III providers

• Hemophilia diagnostic and treatment centers

• Migrant health centers

• Community health and family planning centers, and

• Nonprofi t private entities that provide comprehensive primary care services to populations at 
risk of HIV disease.

Referral Relationships
In addition to using points of entry as potential EIS providers, the 2000 Amendments require 

States to establish and maintain relationships between those points of entry identifi ed above and 
Title II-funded providers.
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Role of the Grantee and Planning Bodies
Grantees and planning bodies should identify key points of entry based upon their knowledge 

of the State’s care system and those populations not in care. Referral relationships and linkages 
should then be developed with the key points of entry listed in the legislation. Relationships can be 
documented through contract language with Title II-funded providers, requiring them to establish 
ongoing relationships with local points of entry. In turn, relationships between Title II-funded 
providers and points of entry can be documented through memoranda of understanding, letters 
of support, or other written instruments that contain the following:

• Names of the entities involved

• Purpose of the agreement

• Timeframe of the agreement

• A clearly defi ned referral process indicating responsibilities of both parties, and

• A description of tracking or follow-up mechanisms to ensure that referrals are made and that 
individuals referred receive services.

As a Condition of Award, States are required to tell DSS what method was used to establish 
and document ongoing relationships between Title II-funded providers and points of entry.

Role of the CEO
The Title II grant application asks the State how it defi nes and maintains referral relationships. 

The State chief elected offi cial (CEO) must address this issue through two assurances contained in 
each annual grant application. They specify that:

1. Current planning information has been reviewed to determine whether established referral 
mechanisms are appropriate for bringing HIV-positive clients who are not in care into care.

2. The State is requiring funded providers to maintain appropriate relationships with agencies 
serving as points of entry into the continuum of care.

Models for Designing Early Intervention Services

EIS efforts have long been established by many State health departments and Federal 
agencies, including the CDC and the Substance Abuse and Mental Health Services Administration 
(SAMHSA). In addition, since the initial authorization of the CARE Act in 1990, Title III has funded 
community-based providers to develop and expand early intervention services. The experiences 
of these programs should be considered in designing and enhancing Title II EIS and should be 
included as part a comprehensive inventory of local resources that an EMA undertakes in planning 
for EIS.
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• CDC. Publicly funded HIV counseling and testing services have been provided under grants 
from CDC through 65 local and State health departments since 1985. Both anonymous 
and confi dential voluntary HIV counseling, testing, and referral services are available and 
have evolved to focus on individual, client-centered risk reduction counseling models. 
Recently revised CDC Guidelines for HIV Counseling Testing and Referral include many 
recommendations to ensure that HIV-infected individuals (as well as those at risk) have access 
to appropriate medical, prevention, and psychosocial support services. For more information 
on CDC and the counseling and testing guidelines, go to the CDC website: 
http://www.cdc.gov

• The Substance Abuse and Mental Health Services Administration (SAMHSA) oversees 
State block grants to support HIV early intervention services in substance abuse or mental 
health treatment settings. In addition, SAMHSA provides HIV/AIDS grants to develop effective 
outreach in urban areas highly impacted by substance abuse and HIV infection. For additional 
information on substance abuse treatment and block grants, see the SAMHSA website: 
http://www.samhsa.gov.

• Housing Opportunities for People with AIDS (HOPWA) funding for case management often 
allows local housing programs to incorporate some aspects of referral and information on 
living with HIV into outreach at homeless shelters and housing projects.

• The Federal Bureau of Prisons (BOP) and State and local correctional systems have 
responsibility for counseling and testing for most incarcerated populations and follow a wide 
range of HIV testing policies. Locally administered prisons and jails provide an important, 
but challenging, point of entry and opportunities for EIS. Counseling and testing policies 
vary greatly, as do the counseling elements and levels of confi dentiality. CDC’s IDU/HIV 
Prevention Project showcases innovative programs for drug users who are involved with the 
criminal justice system, such as early intervention teams for in-jail services that offer multi-
session individual counseling and referrals to services for HIV-positive inmates. Other health 
departments contract with community-based agencies to routinely provide confi dential 
and anonymous HIV counseling and testing and linkages with community services and 
discharge planning. Information on how some of these programs operate can be found on the 
Department of Justice website: http://usdoj.gov and the CDC website.

HRSA Title III EIS

The HIV/AIDS Bureau’s Primary Care Services Branch provides funding for comprehensive HIV 
primary care and early intervention services to uninsured and under-insured persons living with 
HIV disease in medically underserved areas. The branch also supports capacity development for 
planning EIS programs for similar populations in underserved rural areas and communities of color. 
Many EMAs have one or more Title III providers in their communities. They may have many years 
of experience locating and working with clients who are know their status and are not in care or 
are newly diagnosed. For more information, see the Title III Manual, available on-line at
 http://hab.hrsa.gov.
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Lessons Learned from Title III
Title III EIS guidance stresses that counseling, testing, and referral services should be made 

available at a health care facility or at another readily accessible site. The counseling services 
offered should ensure that patient information will be protected, in compliance with applicable 
State and local laws. Testing activities at Title III sites provide for informed consent and include 
pretest counseling so that any testing decision is voluntarily made. Provisions should be made 
for anonymous testing under conditions appropriate to the needs of the clients, and counseling 
and testing should be culturally sensitive and gender- and age-appropriate. Title III guidance also 
requires that funded programs track client referrals to other services and to primary care if it is not 
co-located with the EIS clinic.

Title III counseling and testing programs include specifi ed procedures for pretest counseling 
for all individuals tested, and post-test counseling for individuals, whether they tested negative or 
positive. Key aspects of Title III counseling and testing are described below.

1. Pretest counseling. EIS providers ensure that prior to being tested, clients receive appropriate 
information and counseling regarding the most up-to-date scientifi c data related to the 
disease. Pretest counseling should also address the following:

•  Measures for the prevention of exposure to and transmission of HIV

•  The accuracy and reliability of HIV test results

•  The signifi cance of the test results, including the potential for developing AIDS

•  Appropriate reasons why individuals should undergo HIV testing

•  The benefi ts of HIV testing, including the medical benefi ts of diagnosing HIV disease in the 
early stages and the medical benefi ts of receiving early intervention services during such stages

•  Laws relating to the confi dentiality of the process of receiving EIS, including information about 
any disclosures that may be authorized under applicable law, and information regarding the 
availability of anonymous testing. and

•  Legal provisions relating to discrimination against individuals with HIV disease.

2. Testing to determine HIV status. EIS providers offer individuals with tests that:

• Confi rm the presence of HIV

• Diagnose the extent of the defi ciency in the immune system, and

• Provide information on appropriate therapeutic measures for preventing and treating the 
deterioration of the immune system and for preventing and treating conditions arising from 
the disease.

3. Counseling for individuals with negative test results. Post-test counseling of clients with 
negative test results includes information on the following:

• Risk reduction

• The accuracy and reliability of test results

• The signifi cance of the test results, and

• The appropriateness of further HIV counseling, testing, and education for the individual, 
including referral to HIV prevention services.
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4. Counseling for individuals with positive test results. Post-test counseling for individuals with 
positive test results includes information on the following:

• Risk reduction

• Accuracy and reliability of test results

• The signifi cance of the test results, and

• The appropriateness of further HIV counseling, testing, and education for the individuals, 
including referral to HIV prevention services.

Individuals with positive test results should also receive appropriate counseling regarding:

• The availability of early intervention services.

• The availability, in the geographic area, of appropriate health care, mental health care, and 
social and support services, including providing referrals these services as appropriate.

• The benefi ts of locating and counseling any individual by whom the HIV-positive client 
may have been exposed to HIV and any individual whom the infected individual may have 
exposed to HIV. This counseling should also include the following information (1) the duty 
of infected individuals to disclose their infected status to their sexual partners and their 
partners in the sharing of hypodermic needles; (2) advice to infected individuals on the 
manner in which such disclosures can be made; and (3) emphasis on the continuing duty of 
the individual to avoid any behaviors that will expose others to HIV.

• The availability of public health authority services for locating and counseling any individual 
by whom the HIV-positive client may have been exposed to HIV and any individual whom 
the infected individual may have exposed to HIV.

Title III guidance also requires that funded programs track client referrals to other services and 
to primary care if it is not co-located with the EIS clinic.

Various EIS Funders and Services for HIV-Positive Clients
The chart below indicates the principal Federal agencies that fund some form of HIV 

counseling, testing, and early intervention programs and the core elements in those programs. 

CDC SAMHSA/CSAT BOP RWCA Title III RWCA Title I 
and II

Testing R L L R R

Counseling R R R R R

Referral to Care R L L R R

Info/Education 
on Living with 
HIV

L L N R R

Feedback 
Mechanism N N N R R

 R = Required L = Limited or Optional N = Not Offered 
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Models for Linking Prevention and Care

HRSA has supported several demonstration projects that provide lessons linking prevention 
and care through EIS models, as described below.

In 1991, HRSA collaborated with CDC on the Seven Cities HIV Early Intervention 
Demonstration Projects. All the projects highlighted three primary organizational challenges faced 
by local health departments in developing networks for early intervention:

• Maintaining effective network oversight

• Forging interagency linkages, and

• Gaining agency support so that they share early intervention goals.

The report also concludes that designers of programs that link early intervention and primary 
care should address:

• Issues of trust between patients and providers and between network providers

• Tracking of HIV-infected individuals between counseling sites and primary care providers, and

• Issues surrounding creation of linkages to drug treatment programs, mental health services, 
and specialty care.

In 2001, HRSA’s Special Projects of National Signifi cance (SPNS) collaborated with HOPWA 
on an initiative to develop integrated service delivery systems that enable most marginal and 
isolated populations infected by HIV to access services to meet their needs. Eight of the 25 projects 
providing networking services are described in the monograph Lessons Learned: Innovations in the 
Delivery of HIV/AIDS Services. Included are projects from various parts of the country that target the 
homeless, rural populations, poor women of color, youth, and the recently incarcerated. Copies 
of this publication may be downloaded from the HAB website or ordered through the HRSA 
Information Center at 1-888-ASK-HRSA.

Tracking to verify completion of referrals is a challenge for many programs that link counseling 
and testing services with primary care. The New York State AIDS Institute has developed a system 
that tracks whether referrals are completed through reports from primary care and substance 
abuse treatment providers. Analysis of data from the reports indicates that 80 to 90 percent of 
individuals from anonymous counseling and testing sites who receive an HIV post-test positive 
counseling visit and are referred for follow-up care keep their appointments.

Referral tracking can also be integrated into quality management, as demonstrated by 
Connecticut’s Early Referral and Linkage Initiative (ERLI). It begins by creating strong links between 
prevention and care systems through cross-training of HIV case managers and prevention 
counselors. It then uses quality assurance methods, including random chart reviews regarding 
compliance with ERLI the protocol for assessment and needed referrals.

For more information on these and other State efforts to link prevention and care, see the 
National Alliance of State and Territorial AIDS Directors (NASTAD) report on Targeted Testing and 
Referral for Minority Communities.
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Introduction

HIV-related morbidity and mortality dropped dramatically in the latter 1990’s due to advances 
in HIV/AIDS treatment. However, reductions have been unevenly distributed across HIV-infected 
populations due to such factors as unequal access to care and variable quality of services (e.g., 
treatment regimens, client support, provider skills). Quality management programs are designed 
to bring these benefi ts to all clients by improving the quality of care of all CARE Act services.

Quality management programs should:

• Support the development of higher quality care to people living with HIV disease (PLWH)

• Identify priority needs and client populations

• Support effective program management

• Demonstrate program value quantitatively by linking outputs (amounts of services provided) 
to outcomes (results)

• Identify and justify critical program activities and resources required to meet needs, and

• Enable local HIV service delivery networks and providers to perform better and to function 
as a system.

5 Section VIII

Quality Management

QUALITY MANAGEMENT: CENTRAL TO ADDRESSING KEY CARE ACT THEMES

• Providing improved access to and retention in care for HIV-positive individuals aware 
of their status

• Enhancing the quality of services and client outcomes
• Linking social support services to medical services 
• Making program changes to respond to the evolving epidemic 
• Using epidemiologic, quality, and outcomes data for planning and priority setting, and
• Ensuring accountability.
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Legislative Background

Section 2612(d) of the CARE Act requires that each State “shall provide for the establishment 
of a quality management program to assess the extent to which HIV health services provided to 
patients under the grant are consistent with the most recent Public Health Service guidelines for 
the treatment of HIV disease and related opportunistic infection, and as applicable, to develop 
strategies for ensuring that such services are consistent with the guidelines for improvement in the 
access to and quality of HIV health services.”

Section 2612 also provides for funding of quality management activities. It states that, in 
addition to the percent of funding allocated for administrative costs, the State may use for quality 
management activities not more than the less of 5 percent of amounts received under the grant; 
or $3,000,000.

HAB/DSS Expectations

The CARE Act places major emphasis on enhancing the quality of care for persons living with 
HIV disease. The complexity of HIV care and the Act’s commitment to equal access to quality 
care for all HIV-positive individuals require systematic efforts to ensure that CARE Act services are 
delivered effectively.

Defi nition of Quality
Quality is defi ned by HAB/DSS as the degree to which a health or social service meets or 

exceeds established professional standards and user expectations. In order to continuously 
improve systems of care for individuals and populations, evaluation of the quality of care should 
consider:

• The quality of inputs

• The quality of the service delivery process, and

• The quality of outcomes.

Purposes of Quality Management
According to the Managers’ Statement in the CARE Act Amendments of 2000, quality 

management programs are expected to accomplish three related purposes:

1. Assist direct CARE Act-funded medical providers to ensure that services adhere to established 
HIV treatment guidelines to the extent possible.

2. Ensure that strategies for improving medical care include health-related supportive services 
that enhance access to care and adherence to HIV medical regimens.

3. Ensure that available demographic, clinical, and health care utilization information is used to 
monitor HIV-related illnesses and trends in the local epidemic.
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A successful quality management program should:

• Be a systematic process with identifi ed leadership, accountability, and dedicated resources 
available to the program

• Use data and measurable outcomes to determine progress toward evidenced-based 
benchmarks

• Focus on linkages, effi ciencies, and provider and client expectations in addressing outcome 
improvement

• Be a continuous process that is adaptive to change and that fi ts within the framework of other 
programmatic quality assurance and quality improvement activities (i.e., Joint Commission on 
the Accreditation of Healthcare Organizations [JCAHO], Medicaid, and other HRSA programs), 
and

• Ensure that data collected are fed back into the quality improvement process to ensure that 
goals are accomplished and improved outcomes are realized.

Coordination of Quality Management with Program Support Spending
In deciding what activities to undertake, Title II grantees should coordinate their quality 

management efforts with any program evaluation and quality assurance activities currently funded 
under Program Support.

Quality management activities may include but are not limited to:

• Continuous quality improvement (CQI)

• Use of the HIV/AIDS Bureau’s Primary Care Assessment Tool (PCAT)

• HIV/Quality Assurance (HIVQual), and

• Centers for Disease Control and Prevention (CDC)-supported adult spectrum of disease and 
chart review.

Program Support funds are used for CARE Act expenditures that are not service-oriented or 
administrative in nature. In clinical quality programs, supported activities may include, but are not 
limited to:

• Chart review

• Peer-to-peer review

• Data collection to measure health outcomes or indicators, and

• Other types of activities related to the development or implementation of a clinical quality 
improvement program.

HAB/DSS Monitoring
DSS will monitor grantee compliance with quality management requirements through 

questions in application guidances, progress reports, and site visits. States will sign assurances in 
their annual applications attesting that appropriate quality management programs are in place.
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Quality Management Methods

A number of tested concepts can be used in Title II quality management program efforts. 
They include quality assurance, quality improvement, continuous quality improvement (CQI), 
and outcomes evaluation. Continuous quality improvement and quality assurance are particularly 
relevant because of their focus on managing program quality. Each is described below.

Continuous Quality Improvement (CQI)
CQI is an ongoing process that involves service providers in ongoing activities to continuously 

improve service delivery. Activities include monitoring and evaluating inputs, processes, outputs, 
and outcomes. In contrast to quality assurance, which focuses on identifying and solving 
problems, CQI seeks to prevent problems and to maximize the quality of care. Steps in the CQI 
process include the following:

1. Plan – Identify problems (including their components—not just the big picture) and then plan 
strategies/tests that might result in improvements.

2. Do – Use strategies/tests that are designed to address problems.

3. Study – Collect and analyze data to see if strategies have resulted in improvements.

4. Act – If the strategies are effective, make them an ongoing activity. If they are not effective, 
return to the Plan stage. Use collected data to identify new ways to address problems.

Quality Assurance (QA)
Quality Assurance involves identifying problems in service delivery, designing activities to 

overcome these problems, and following up to ensure that no new problems have developed and 
that corrective actions have been effective. The emphasis is on meeting minimum standards of care.

EVALUATION AND CQI 

CQI and evaluation are interrelated. CQI is a process to continuously improve 
services and outcomes. Evaluation focuses on collecting information about 
programs (i.e., characteristics, activities, outcomes) to determine whether 
objectives were met and to make program changes to improve services and 
outcomes.
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Criteria Used to Assess Quality
Standards or targets can be used to determine whether a program’s implementation and/or 

outcomes are successful. Listed below are examples of criteria that can be used to evaluate service 
delivery processes and/or outcomes:

• Benchmarks (also called Best Practices). Benchmarks provide performance data that are 
used for comparisons. A program may compare its performance with that of a recognized 
high-quality provider that offers similar services or with leading performance standards for 
the health (or social services) profession. Some organizations use their own data as a baseline 
benchmark against which to compare future performance.

• Clinical Practice Guidelines. Such guidelines provide statements by recognized authorities 
on the “most appropriate” treatments for specifi c diagnoses or conditions. Clinical practice 
guidelines are developed to promote effective patterns of practice and to reduce inappropriate 
and unnecessary care. For example, the New York State Department of Health AIDS Institute 
has developed clinical practice guidelines for performance areas such as HIV staging, the 
prevention and management of opportunistic infections, and antiretroviral therapy. A 
computer software program called HIVQUAL is used to monitor the quality of care in each of 
these areas.

• Critical Pathways. These “pathways” are statements of the specifi c steps and procedures that 
should be followed when diagnosing, treating, and managing specifi c medical problems. The 
intent is to ensure that only the indicated steps are taken and that these steps are taken in the 
correct sequence. Because resources vary from one health facility to another, critical pathways 
are usually developed locally.

• Standards of Care. Standards of care are principles and practices for the delivery of health 
and social services that are accepted by recognized authorities and used widely. Standards of 
care are based on specifi c research (when available) and the collective opinion of experts.
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HRSA/HAB Quality of Care Activities

The following resources supported by HRSA provide models for use in developing quality 
management programs.

HIVQUAL. This software-based CQI program is an approach to improving quality of care 
for PLWH. It focuses on systems improvement, information management, and performance 
management. Project components include HIVQUAL quality monitoring software along with 
quality improvement consultation aimed at building knowledge, skills, and capacity around quality 
systems in provider organizations. HIVQUAL was developed by the New York State Department of 
Health AIDS Institute for the Ryan White Title III program. For further information, contact the HAB 
Division of Community Based Programs at 301-443-9051.

Primary Care Assessment Tool (PCAT). This site visit protocol developed for CARE Act 
programs funded under Title III is used to evaluate the clinical, fi scal, administrative, and support 
services of CARE Act grantees. A quality improvement component is included in the clinical 
section. PCAT can be downloaded from http://hab.hrsa.gov.

MEASURING CLINICAL QUALITY

Quality management can provide measures of the clinical, administrative, and 
fiscal components of a program. Examples of measurable clinical goals and 
outcomes include the following: 
• Maintenance of/increase in the number of patients on PHS approved antiretroviral 

therapy
• Maintenance of/increase in the number of patients with stable/increased CD4 

count 
• Maintenance of/increase in the number of patients with undetectable or reduced 

viral load 
• Increase in the number of HAART (highly active antiretroviral therapy) patients 

who received adherence counseling/intervention at their last visit
• Use of PCP and/or MAC prophylaxis at a prescribed point in time among active 

patient load
• Increase in the number of female patients receiving pap smears in the last six 

months
• Reduction in the frequency or duration of hospitalizations
• Reduction in the average waiting time for first appointment
• Reduction in the number of clients that use the emergency room for primary care, 

and
• Reduction in the number of opportunistic infections documented for clients.
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Special Projects of National Signifi cance (SPNS). HAB’s SPNS grants support the 
development of innovative demonstration projects that respond to the challenge of HIV/AIDS 
service provision to underserved and vulnerable populations. Select SPNS projects address quality 
of care. Others SPNS projects focus on such related topics as improving integrated care systems 
and evaluation of care systems. They can be reviewed at http://hab.hrsa.gov. 

HAB’s Quality Initiative. This project includes a series of “rapid learning strategies”—training 
sessions for CARE Act grantees. They are designed to accelerate the pace of quality improvement 
activities. For further information, contact HAB Division of Training and Technical Assistance (HAB/
DTTA), 301-443-6366, and the Institute for Healthcare Improvement, HIV/AIDS Breakthrough 
Series Collaborative, 135 Francis Street, Boston, MA 02215, 617-754-4821, http://www.ihi.org. 

The Center for HIV Quality Care. The center conducts research on appropriate standards 
of HIV care, including ancillary services at all stages of illness, and the cost of HIV care that 
corresponds to these standards of care. The effort is to create a national picture of Medicaid 
managed care benefi t packages and capitation rates. For further information, contact the 
infectious Diseases Society of America, 66 Canal Center Plaza, Suite 600, Alexandria, VA 22314, 
703-299-0204, http://www.idsociety.org, info@idsociety.org

Resources 

HRSA Center for Quality Care. The Center for Quality Care focuses on defi ning appropriate 
standards of care for clients of HRSA programs, determining the cost of that care, and conducting 
research on and comparing benefi t packages and capitation rates in Medicaid managed care 
plans. The Center is also documenting community-based provider experience with managed 
care plans. The HRSA Center for Quality Care’s website (http://www.hrsa.gov/quality) includes 
background information defi ning the components of quality and measuring quality, along with a 
listing of resources and links on quality care. 

Outcomes Evaluation and the Logic Model. HAB has developed several outcomes evaluation 
guides. These guides provide a framework for outcomes evaluation and in some cases sample 
outcome measures. These guides either use a Logic Model or describe such a model as one 
option for outcomes evaluation. The Logic Model format was developed by United Way of 
America (http://national.unitedway.org) and is being used by an increasing number of CARE Act 
grantees. The model provides a clear, step-by-step process for outcomes evaluation and helps 
clarify the difference between outputs and outcomes. It also differentiates initial, intermediate, and 
longer-term outcomes. The following guides are available through the HAB website 
(http://hab.hrsa.gov) or may be obtained from HAB: 

•   Outcomes Evaluation Technical Assistance Guide. Primary Medical Care Outcomes. 
HRSA/HAB, 2000

•  Outcomes Evaluation Technical Assistance Guide: Case Management Outcomes, 
HRSA/HAB, 2001 

•  Outcomes Evaluation: Getting Started, HRSA/HAB, 2001, and 

•   HRSA Care Action: The Resource Gap. Measuring Success: Evaluation, Outcomes, and 
Quality of HIV Care. 
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HIV/AIDS Evaluation Monograph Series. HAB’s Offi ce of Science and Epidemiology has 
developed a series of publications to assist CARE Act grantees in designing and implementing 
evaluation studies. These monograph series are available through the HAB website (http://
hab.hrsa.gov) or the HRSA Information Center at 888-ASK-HRSA. They include: 

• Choosing and Using an External Evaluator, Report #1

• Using Data to Assess HIV/AIDS Service Needs: A Guide for Ryan White CARE Act Planning 
Groups, Report #2

• Cost and Performance-Based Contracting: A Guide for Ryan White CARE Act Grantees, Report #3

• A Practical Guide to Evaluation and Evaluation Terms for Ryan White CARE Act Grantees, 
Report #4

• An Approach to Evaluating HAART Utilization & Outcomes in CARE Act-Funded Clinics, 
Report #5, and

• Delivering HIV Services to Vulnerable Populations: What Have We Learned? Report #6. 

Agency for Health Research and Quality. AHRQ is the lead Department of Health and 
Human Services (HHS) agency supporting research to improve quality of care, reduce costs, and 
increase access to essential services. Website: http://www.ahrq.gov. 

The National Quality Measures Clearinghouse (NQMC). Under development by ECRI 
through a contract from AHRQ, the National Quality Measures Clearinghouse is designed to 
provide an Internet-based resource of evidence-based health care quality measures. Using a 
standardized language and common platform, the NQMC links two well-established AHRQ 
resources: 

• The National Guideline Clearinghouse (NGC), a public resource for evidence-based 
clinical practice guidelines sponsored by AHRQ in partnership with the American Medical 
Association and the American Association of Health Plans. An Internet-based repository of 
clinical practice guidelines, it allows for detailed comparisons across different guidelines. 
Summaries of guidelines are provided for clinical, methodological, and bibliographic areas. 
Website: www.guideline.gov. 

• CONQUEST, the Computerized Needs-Oriented Quality Measurement Evaluation System, 
a set of computerized databases of clinical performance measures developed by AHRQ. 
It provides information on tools to assess the quality of health care delivered by providers. 
CONQUEST is being enhanced and updated through the project. Website: www.ahrq.gov/
qual/conquest.htm.

The NQMC will allow users to search these databases in combination and receive a report that 
lists evidence-based quality measures and guidelines. 

National Forum for Quality Measurement and Reporting. This private, nonprofi t 
organization has responsibility for the creation of comprehensive quality measures that are 
consistent with national aims for quality improvement. Website: http://www.quality.forum.org.  

U.S. Consumer Gateway Health Care Quality Page. Provided are information and links 
to numerous aspects of health care quality, including selecting a plan, purchasing health care 
services, and privacy. Website: http://www.consumer.gov. 
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HRSA Center for Quality: Links. Listed here are organizations that deal with quality care as 
well as other public health issues. Website: http://www/hrsa.gov/quality/default.htm. (see Links). 

Business and Higher Education Developed CQI and Total Quality Management (TQM) 
Information. Business-focused CQI information can often be applied to the health care setting 
and used to advance the quality of HIV/AIDS services. Many business-oriented websites require a 
fee or membership to access CQI and TQM information. See the following: 

• American Society for Quality (ASQ). The ASQ website includes an introduction to Quality, 
an online catalog including a listing of education courses and conferences, an on-line 
directory for products and services for quality and continuous improvement, and a Quality 
search option. Website: http://www.asq.org. 

• Offi ce of Continuous Improvement (OCI), University of Texas at Houston. The OCI 
website includes resources and information on quality improvement, re-engineering, and 
other change management initiatives at both private and public institutions. This site 
includes a Quality Improvement Tools Tutorial that outlines the most commonly used 
quality improvement tools and methodologies. Website: http://www.uth.tmc.edu/ut_
general/admin_fi n/cqi/index.htm. 

• National Committee for Quality Assurance. The NCQA website includes resources, 
information, and training opportunities on evaluating health care. This site includes 
information on The Health Plan Employer Data and Information Set (HEDIS), a performance 
measurement tool that contains a set of standardized measures specifying how health plans 
collect, audit, and report on their performance in important areas of health and customer 
satisfaction. Website: http://www.ncqa.org.

Quality Assurance Reporting Requirements, A Report on Managed Care Performance. 
This report is the New York State Department of Health’s annual publication of quality, access, 
utilization, and descriptive data collected from managed care plans licensed to operate in New 
York State. The report is made available to managed care plans, providers, purchasers, and 
consumers as part of the Department’s overall strategy to improve the quality of care provided to 
New Yorkers by managed care plans and to increase accountability to the public. Website: http:
//www.health.state.ny.us/nysdoh/mancare/main.htm. 

R E F E R E N C E S

Health Resources and Services Administration (HRSA), 
HIV/AIDS Bureau (HAB). “Quality of Care: HRSA/HAB 
Resources.” Available on the HAB website:
http://hab.hrsa.gov. 

HRSA, HAB. “Quality Assurance and Improvement,” CARE 
Act National Technical Assistance Call. Rockville, MD: U.S. 
Department of Health and Human Services, August 1995. 

HRSA, HAB. “Use of Funds for Quality Management 
Programs,” Title I Reauthorization Letter #4, 2001. 



95RYAN WHITE CARE ACT TITLE II MANUAL

Introduction

The CARE Act requires that HIV/AIDS services be provided in a manner that is coordinated, 
cost effective, and ensures that Title II funds are the payer of last resort. Cost effective community-
based, ambulatory HIV/AIDS services is the core of the CARE Act. The underlying assumption is 
that CARE Act services reduce hospitalizations 
for persons living with HIV disease (PLWH) 
and are more cost effective than inpatient 
care. An important responsibility for CARE 
Act entities is to provide programs that 
make a difference in the most cost effi cient 
manner.

Legislative Background

Section 2613(c)(1)(D) states that a consortium, in order to receive assistance from the State, 
shall prepare an application that, in part, (D) demonstrates that the consortium has created a 
mechanism to evaluate periodically—(ii) the cost-effectiveness of the mechanisms employed by 
the consortium to deliver comprehensive care;

Section 2616(e) states, in part, that grants to provide HIV treatments may be expended

(1)… to provide the therapeutics described in such subsection by paying on behalf of 
individuals with HIV disease the costs of purchasing or maintaining health insurance or plans 
whose coverage includes a full range of such therapeutics and appropriate primary care services.

(2) Limitation.—The authority established in paragraph (1) applies only to the extent that, for 
the fi scal year involved, the costs of the health insurance or plans to be purchased or maintained 
under such paragraph do not exceed the costs of otherwise providing therapeutics described in 
subsection (a).

6 Section VIII

Cost Effectiveness

See the References in this 
chapter for a listing of resources 
on cost effectiveness and 
outcomes effectiveness.
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Section 2617(b) states that State applications for Title II funding shall contain “a detailed 
description of the HIV-related services provided in the State to individuals and families with HIV 
disease during the year preceding the year for which the grant is requested, and the number of 
individuals and families receiving such services, that shall include—

 (B) an accounting of the amount of funds that the State has expended for such services and 
programs during the year preceding the year for which the grant is requested; and

(C) information concerning—

(ii) the average cost of providing each category of HIV-related health services and the extent 
to which such cost is paid by third-party payors; and

Section 2620© states that State applications for supplemental grants for “emerging 
communities” that are not eligible for Title I grants shall contain a detailed description of how 
the State will use the funds and that it include “(4) a demonstration of the ability of the State to 
utilize such supplemental fi nancial resources in a manner that is immediately responsive and cost 
effective;”

Public Law 101-381, Section 2 provides as follows. “It is the purpose of this Act to 
provide emergency assistance to localities that are disproportionately affected by the Human 
Immunodefi ciency Virus epidemic and to make fi nancial assistance available to States and other 
public or private nonprofi t entities to provide for the development, organization, coordination 
and operation of more effective and cost effi cient systems for the delivery of essential services to 
individuals and families with HIV disease.”

HAB/DSS Expectations

Title II grantees should compare the relative costs of providing a specifi c service among 
different providers. This necessitates having service standards, service units, and unit costs for 
each service. Quality of service is also a factor in determining cost effectiveness and needs to be 
considered both in selecting providers and in monitoring quality management programs.

Planning councils need cost-effectiveness data to determine how to prioritize services and 
allocate funds. This is closely tied to outcomes evaluation in that services with better outcomes 
may be more costly but nonetheless more cost effective when outcomes are considered. Also 
important to consider is the way services are provided. For example, bus passes may be cheaper 
but not as effective in assuring access and maintenance in care as taxi vouchers.

Defi ning Cost Effectiveness

Cost effectiveness includes two interrelated dimensions. outcomes and costs. CARE Act 
programs should accomplish positive results (be effective) and do so at a reasonable cost (be 
cost effective). Cost-effective programs do not necessarily lead to cost savings, although they do 
provide good value for the money. Cost effectiveness can be described in several ways.
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• A service or program is considered cost effective when the unit cost is reasonable and 
acceptable relative to the benefi ts and outcomes received.

• A service may be considered cost effective if it can be provided less expensively than other 
similar services, but provides an equal or better outcome. For example, a case management 
program that is cheaper to operate than other case management programs and serves clients 
as well or better would be considered cost effective.

• A service is cost effective if it provides an additional benefi t worth the additional cost. For 
example, a case management system that costs more than other systems but is able to 
document that its results are superior is cost effective.

Uses of Cost-Effectiveness Evaluation

Cost-effectiveness approaches may be used to evaluate any service, activity, or process, so long 
as it is possible to measure outcomes and determine costs. Cost-effectiveness methods can be 
used to evaluate.

• Individual providers

• Categories of service, such as case management or primary care

• The entire network of services provided through the EMA’s continuum of care, and

• Grantee systems and procedures.

Challenges of Cost-Effectiveness Evaluation

Among the greatest challenges of cost-effectiveness evaluation are the following.

• Determining outcomes can be complicated.

• Outcome measures that can serve as indicators or standards of care are still in the 
development stage in many areas.

• Calculating unit costs (costs per service unit) or per-client costs is time consuming and often 
diffi cult. Most community-based providers do not budget by service unit or client, nor do they 
record expenses on this basis.

• The larger the unit of assessment, the more complicated the process. It is challenging but least 
complicated to assess the cost effectiveness of a single provider, more diffi cult to determine 
the cost effectiveness of an entire service category, and considerably more challenging to 
determine the cost effectiveness of the area’s entire continuum of care.

Despite these challenges, approaches to cost-effectiveness evaluation are being developed and 
improved. Materials are available from HRSA/HAB to calculate the unit costs of HIV/AIDS services, 
and many areas have developed unit-cost determination procedures. Measurement of service 
outcomes is greatly facilitated by the development of standards of care and indicators addressing 
expected or desired service results.
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Steps in Evaluating Cost Effectiveness

A typical approach for evaluating the cost effectiveness of services using standards of care 
includes the following steps.

1. Defi ne and describe the service to be assessed

2. Agree on the standards of care or benchmarks related to service outcomes

3. Determine the unit or per-client costs of these services

4. Determine the outcomes of the service

5. Describe the cost effectiveness of the service in terms of a ratio of cost to attain a specifi c 
outcome (e.g., it costs an average of $846 in case management funds to ensure that a client 
has obtained access to specifi ed core services)

6. Compare and analyze the cost effectiveness of several services using these ratios, or compare 
the service with stated benchmarks or standards of care, and

7. Revise the priorities, allocations and comprehensive plan to refl ect the results of the cost-
effectiveness evaluation, if appropriate.

Unit Cost Determination

Unit cost is the cost to produce or deliver one unit or product or service. Unit costs have many 
uses. They can provide the basis for cost comparisons across services, providers, or geographic 
areas, and provide a benchmark for performance measurement. They are the basis for contract 
payment where reimbursement is based on units of service delivered. Unit costs are also an 
essential component of cost-effectiveness analysis. However, unit-cost data are descriptive 
information; used alone, they do not measure effi ciency, effectiveness, quality, or content of 
services. They cannot easily be compared across agencies unless standards have been developed 
and implemented, since if more than one provider delivers the same categories of service, the 
intensity of service, model of care, and quality of care may be different.

Analysis of trends in unit costs within a single agency can provide management insights. An 
increase in costs over time may signal an increase in resource costs, a decline in productivity, 
or a change in the content or quality of the service provided. Changes in unit costs fl ag these 
situations, but do not explain what is occurring. It is sometimes valuable to review the cost per 
client—rather than the unit cost—for a particular service. Viewed as a unit cost, counseling may 
cost an acceptable $50 an hour, but if the typical client requires 100 hours of counseling, the cost 
per client would be an unacceptable $5,000. For planning bodies allocating CARE Act funds, cost 
per client may be a more useful data source than unit costs.

There are fi ve basic steps to determining unit costs.

1. Defi ne the exact units of service

2. Count the total number of units in a given time period
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3. Determine all the direct and indirect costs of producing the units of service

4. Add these components of full cost for the same time period, and

5. Divide the full cost by the total number of service units to arrive at the average unit cost 
during a particular time period.

For a more comprehensive discussion on determining average unit costs refer to the references 
provided.

R E F E R E N C E S

Health Resources and Services Administration (HRSA), 
HIV/AIDS Bureau (HAB). Determining the Unit Cost of 
Services. A Guide for Estimating the Cost of Services Funded 
by the Ryan White CARE Act of 1990. Rockville, MD: U.S. 
Department of Health and Human Services, 1993.

HRSA, HAB. Tools and Strategies to Assure the Cost and 
Outcome Effectiveness of CARE Act Services. Rockville, MD: 
U.S. Department of Health and Human Services, Offi ce of 
Science and Epidemiology, August 1997.

Additional Resources on Cost Effectiveness and Outcomes Effectiveness

Health Resources and Services Administration (HRSA), HIV/AIDS Bureau (HAB). Outcomes Evaluation 
Technical Assistance Guide. Getting Started. Rockville, MD: U.S. Department of Health and Human 
Services, 2001.

HRSA, HAB. Outcomes Evaluation TA Guide. Primary Medical Care Outcomes. Rockville, MD: U.S. 
Department of Health and Human Services, 2000.

Technical assistance through HAB’s 
Technical Assistance Contract is available 
for developing standards of care, unit costs, 
data collection systems, and outcome 
effectiveness procedures—all of which 
are the building blocks for evaluating cost 
effectiveness. HAB has also developed 
several manuals and guides to aid in cost-
effectiveness evaluation.
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Introduction

Managed care combines health care fi nancing and delivery in a system where the payer 
(usually an insurer) exercises some control over provider selection, treatment options, coverage, 
and payment methods. Managed care has the potential to enhance the development of 
coordinated care, restrain costs, and maximize use of limited health care dollars. It may have the 
effect of reducing access to specialty and tertiary care and pharmaceuticals.

The impact of managed care on fi nancing and care of HIV-infected individuals has grown. 
State legislatures have made signifi cant changes to Medicaid—the largest payer for HIV care— 
and other health insurance programs in an effort to reduce costs and expand access to care. This 
includes shifting large segments of their Medicaid enrollees from a retrospective fee-for-service 
payment system into a prospectively funded managed care system. The number of people with 
HIV disease enrolled in Medicaid managed care has increased signifi cantly. However, some States 
have discontinued managed care in their Medicaid programs, refl ecting the complexity of public 
approaches to fi nancing of care.

Managed care enrollment has also increased among the benefi ciaries of other insurers. In 
some health care markets, PLWH have enrolled in signifi cant numbers in Medicare’s managed care 
program, Medicare+Choice. This often provides access to pharmaceutical coverage and reduced 
cost sharing for ambulatory care. In addition, HIV-infected individuals receiving private health 
insurance coverage through their employers are often enrolled in some form of managed care.

These changes affect both HIV-infected individuals and their care providers. CARE Act 
programs can help make transitions easier and ensure that the unique needs of PLWH are met by 
assisting managed care plans and payers, including Medicaid, with the design of HIV care systems. 
CARE Act programs can also help shape the fi nancing of quality HIV services, ensure their agencies’ 
long-term solvency, and enhance access to care for HIV-infected populations by becoming 
participants in managed care plans.

The trend toward managed care has implications for the very survival of some CARE Act-
funded providers and therefore for the maintenance of coordinated systems of care for PLWH. 
CARE Act-funded providers that lose Medicaid patients and revenue to managed care plans—but 
retain responsibility for caring for uninsured patients—may not have adequate funds to serve a 
growing uninsured population.

7 Section VIII

Managed Care and HIV Disease
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Legislative Background

While the CARE Act contains no specifi c references to managed care, multiple provisions 
require coordination of payers and programs in order to enhance services and keep the CARE Act 
as payer of last resort. The following legislative references therefore relate to CARE Act program 
involvement in managed care systems of fi nancing.

Section 2613(c) requires consortia to submit applications to the State for funding, that, in part.

“(D) demonstrates that the consortium has created a mechanism to evaluate periodically—

(ii) the cost-effectiveness of the mechanisms employed by the consortium to deliver 
comprehensive care;”

Section 2616 allows States, under their AIDS Drug Assistance Programs (ADAP), to fund health 
insurance to pay for HIV treatments, as follows.

“(e) Use of Health Insurance and Plans.—

(1) In general.—In carrying out subsection (a), a State may expend a grant under this part to 
provide the therapeutics described in such subsection by paying on behalf of individuals with HIV 
disease the costs of purchasing or maintaining health insurance or plans whose coverage includes 
a full range of such therapeutics and appropriate primary care services.

(2) Limitation.—The authority established in paragraph (1) applies only to the extent that, for 
the fi scal year involved, the costs of the health insurance or plans to be purchased or maintained 
under such paragraph do not exceed the costs of otherwise providing therapeutics described in 
subsection (a).”

Section 2617(b)(1)(c) requires States to prepare applications for Title II funding that include 
information concerning—

“(iii) the average cost of providing each category of HIV-related health services and the extent 
to which such cost is paid by third-party payors….”

Section 2617(b)(4) states that States are required to “establish priorities for the allocation of 
funds within the State based on,” in part the:

“(ii) availability of other governmental and non-governmental resources, including the State 
Medicaid plan under title XIX of the Social Security Act and the State Children’s Health Insurance 
Program under title XXI of such Act to cover health care costs of eligible individuals and families 
with HIV diseases….”

What is Managed Care?

Managed care is an approach to health care that integrates health care delivery and fi nancing. 
Under managed care, insurers exercise some control over the selection of providers, treatment 
options, benefi ts, and payment to providers. The goal of managed care is to reduce medical costs 
while providing quality care by managing how care is delivered.
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What is a Managed Care Organization (MCO)?
A managed care organization is a health care plan designed to provide medical services 

through groups of doctors, hospitals, and specialty providers. Generally, this involves contracting 
with health care providers to deliver health care services on a capitated (per member per month) 
basis.

Elements of Managed Care
Managed care plans vary according to the degree of control over the provider network, use 

of utilization controls, and payment methodologies. Their most common features include the 
following:

• Selection of Providers. Managed care organizations (MCOs) contract with physicians, 
hospitals, and other providers to serve members of the plan. Providers agree to the insurer’s 
rules concerning payment, provision of services, and quality assurance.

• Utilization Controls. To reduce unnecessary physician visits and hospitalizations, MCOs 
establish rules for how patients access health services, such as requiring referrals from the 
primary care provider, prior approval of hospital and outpatient care, and notifi cation of 
emergency admissions.

• Primary Care Provider as Gatekeeper. A primary care provider is usually selected by patients 
or assigned by the MCO as a “gatekeeper” who makes referrals and coordinates specialty and 
hospital care.

• Review Procedures. MCOs also conduct retroactive reviews of physician utilization and cost 
of services.

• Prepayment for a Defi ned Benefi t Plan. MCOs typically offer prepayment or prospective 
benefi t plans that are more generous than those of traditional fee-for-service indemnity plans, 
although benefi ts may be reduced or not covered at all if members receive medical care from 
a non-contract provider.

• Payment to Providers. Primary care providers and groups are typically paid on a capitation 
basis, which means that they receive a set payment for each member enrolled, whether the 
member obtains covered services or not. Specialists are typically paid on a fee-for-service basis 
according to a predetermined fee schedule.

• Provider Risk. MCOs place providers “at risk,” meaning that their fees or payments are 
adjusted if their members’ service utilization and costs are lower or greater than an estimated 
amount established as part of the provider’s contract. The degree of risk varies, and some 
plans have mechanisms to protect providers against catastrophic, high-cost cases.
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Models of Managed Care
Managed care models vary in terms of how they implement the above features. Some are 

more restrictive (e.g., limited provider network, require use of network providers at all times, and 
require PCP referrals for all services). Others are more fl exible and may contract more broadly, 
permit use of non-contract providers (generally with higher out-of-pocket costs to the patient), 
and permit specialist self-referrals in certain cases. Following are common health care fi nancing 
and delivery models that involve some form of managed care:

• Health Maintenance Organizations (HMOs). HMOs are among the most common forms of 
managed care organizations in this country. HMOs are health care delivery systems that accept 
a pre-paid premium and provide a specifi c set of benefi ts and services, generally through 
a closed network of care providers. HMOs may hire their own physicians or contract with 
medical groups. Private practice physicians are free to accept patients from more than one 
managed care organization. HMO plans are called “full-risk” plans because they provide a set 
payment per member per month, regardless of services provided.

• HMO with Point-of-Service (POS) Plan. A POS HMO is a plan that allows patients to see 
providers both in network (e.g., from a selected primary care physician) and out of network 
(e.g., from the practitioner of their choice). Patients using out-of-network providers must pay 
an extra fee.

• Preferred Provider Organization (PPO). A PPO is a plan through which the insurer contracts 
with providers at discounted fees. Members may seek care from nonparticipating providers, 
but with higher co-payments or deductibles.

• Primary Care Case Management (PCCM). Under this model, a provider, usually the patient’s 
primary care physician, serves as a gatekeeper, responsible for approving and monitoring 
the provision of services. They are paid a monthly case management fee but to not assume 
fi nancial risk for service provision. This model provides a greater choice of providers than “full-
risk” managed care plans and has fewer restrictions on referrals. Affi liated providers receive a 
nominal monthly payment per member for care coordination and are reimbursed on a fee-
for-service basis for medical care. In States using a PCCM model, managed care is often not 
signifi cantly different from the fee-for service system. This model is primarily used by State 
Medicaid programs, but is beginning to be adopted by private insurers.

• Managed Indemnity Plan. This model allows members to receive services from their provider 
of choice but has certain restrictions on utilization and cost, such as a requirement for pre-
authorization or a maximum fee schedule.

Trends In Managed Care Enrollment
Enrollment in managed care increased rapidly during the 1990’s as insurers sought to restrain 

costs, improve predictability of those costs, and retain or enhance their benefi ciaries’ access to 
care. In 2000, 104 million Americans were enrolled in some form of managed care. According to 
Managed Care magazine, enrollment in HMOs reached a high of 81.3 million as of January 1999, 
then dropped slightly to 80.9 million by January 2000. There was continued enrollment growth in 
other types of managed care plans, such as point-of-service plans and PPOs. The pool of people 
insured under indemnity plans continues to drop. HMO consolidation has begun; the number of 
HMOs in the United States dropped from 643 on January 1, 1999 to 568 one year later.
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The managed care trend has been particularly dramatic for Medicaid, which provides health 
care services to eligible low-income individuals. In 1983 only 750,000 Medicaid recipients (3 
percent) were enrolled in managed care. By 2000, this number had grown to 18.8 million of the 
nearly 44 million enrolled in Medicaid (43 percent). As of June 2000, according to the Henry J. 
Kaiser Family Foundation, 43 States and the District of Columbia had more than 25 percent of 
their Medicaid populations enrolled in managed care, and 14 States had more than 75 percent 
enrolled.

Alternate Payment Arrangements
Some States are exploring or implementing alternative payment arrangements. One approach 

is the use of risk adjustment payments that provide the MCO a rate based on the composition and 
relative healthiness of its benefi ciaries. This approach compensates providers of high-cost services 
(e.g., HIV care services) with a higher per-patient (capitated) payment than providers of other 
(often less costly) health care services. For example, New York State contracts with HIV Special 
Needs Plans and pays the MCOs based on their enrollment of Medicaid recipients with HIV and 
AIDS. There are multiple payment categories based on age and stage of illness. Other States are 
exploring other risk adjustment practices such as risk corridors, risk sharing arrangements, and 
chronic disability payments.

Risk Corridor. A financial arrangement between a payer of health care 
services (e.g., a State Medicaid agency) and a provider (e.g., managed care 
organization) that shares the risk for providing health care services. Risk 
corridors protect the MCO from excessive costs for high-cost patients 
(such as individuals living with HIV disease) by covering amounts above a 
specified threshold. At the same time, they protect the payer by limiting the 
profits the provider may earn. Risk corridors limit MCO profits and losses to 
a specified band (e.g., ±5 percent). The State and MCO may share the risk 
outside the band, or the State may assume it.

Risk-sharing Arrangements. A process in which the payer (e.g., an HMO 
or the State Medicaid program) and the contracted provider each accept 
partial responsibility for the financial risk and rewards involved in cost-
effectively caring for the members enrolled in the plan and assigned to a 
specific provider. This arrangement is often used to protect providers and 
managed care organizations serving chronically ill individuals (such as people 
living with HIV disease) from financial insolvency. The payer and provider 
share medical insurance premiums, in contrast to traditional indemnity 
plans in which the insurer receives the premiums and assumes all risk. The 
premiums are the only payment providers receive, which provides a powerful 
incentive to control services and costs.
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Medicaid and Managed Care

Medicaid Waivers for Managed Care
The Medicaid program is administered by States, which can design their own programs as 

long as they comply with Federal law (the Social Security Act). Medicaid was created as a fee-
for-service program with a defi ned set of mandatory and optional services. However, States can 
request waivers to design programs that deviate from legislative requirements. Sections 1915(b) 
and (c) and Section 1115 of the Social Security Act provide two mechanisms by which Federal 
requirements can be waived. These waivers require approval by the Center for Medicare and 
Medicaid Services (CMS), formerly the Health Care Financing Administration (HCFA). Program 
waivers [1915(b) and (c)] and research and demonstration waivers [1115] have been used by 
States to develop program innovations, including Medicaid managed care initiatives. These 
waivers allow States to waive such provisions as:

• Patient freedom to choose providers

• Comparability of services across populations and all areas of the State

• Federal and State Medicaid HMO standards regarding access to and quality of services, 
provider solvency, and enrollment and marketing practices, and

• Eligibility, where States can expand or reduce eligibility

Medicaid Managed Care Models
Most Medicaid managed care is delivered by one of two models:

• The PCCM model, under which the primary care physician is paid a monthly fee to “manage” 
patient care by approving referrals.

• The full-risk plan, or HMO, in which the insurer assumes fi nancial risk and is paid a fi xed 
amount per member per month for a comprehensive set of services.

The Balanced Budget Act
The Balanced Budget Act (BBA) of 1997 contains signifi cant changes for the Medicaid 

program. For the fi rst time, States are allowed to make enrollment of Medicaid benefi ciaries into 
managed care mandatory without a waiver. States are only required to submit to CMS a State 
Plan Amendment (SPA) to their Medicaid plan describing the State’s basic eligibility, coverage, 
reimbursement, and administrative policies.

Unlike the waiver process, the SPA process does not require public notice or public 
participation in the development of a mandatory managed care program. However, it does require 
CMS to review the draft/model contracts between States and MCOs to assure that they meet all 
statuary and regulatory requirements. HRSA has developed “model” contract specifi cations to 
assist in the review of State contracts.
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There are exceptions to SPA mandatory enrollment in managed care. Individuals with dual 
eligibility for Medicare and Medicaid, children with special needs, and members of Federally 
recognized tribes cannot be mandated into managed care under the SPA.

The BBA provides some protections for Medicaid recipients selecting or enrolled in MCOs. 
Recipients must have a choice of at least two managed care entities—either a managed care 
organization (MCO) and/or a PCCM. In rural areas, individuals who are not offered a choice 
between two entities are permitted to seek services outside the plan. Benefi ciaries are permitted 
to disenroll with cause at any time, and without cause within the fi rst 90 days of enrollment and 
every 12 months thereafter.

Signifi cance of Managed Care for CARE Act Programs

The rapid growth of managed care in Medicaid has signifi cance for CARE Act entities since 
Medicaid is the largest payer of care for PLWH nationally. While early efforts to move Medicaid 
benefi ciaries to managed care often focused on women and children, States have extended 
managed care enrollment to people with serious disabilities or chronic illness. As States move 
Medicaid populations into managed care, PLWH increasingly will be enrolled in managed care 
programs. Implications for CARE Act programs include:

• Access to care

• Financing of PLWH care costs, and

• Demands on CARE Act programs

Access to Care
Medicaid managed care offers PLWH a promise of improved quality of care and early access 

to preventive services, more coordinated care to better serve vulnerable populations with multiple 
health and social service needs, and potential restraint of rising health care costs. However, built-in 
fi nancial and organizational incentives also create the potential for reduced access to more costly 
services such as pharmaceuticals and specialty care.

Financing of PLWH Care Costs
As the demand for primary health care and HIV treatments skyrockets due to the high cost 

of combination therapies, all appropriate funding streams need to be used effectively to meet 
the needs of PLWH. However, the CARE Act of 2000 legislation mandates that the CARE Act be 
the payer of last resort. Thus, other funding streams such as Medicaid must be tapped fi rst. For 
example, CARE Act providers that are members of managed care plans serve Medicaid managed 
care enrollees through their Medicaid contracts. If managed care provider reimbursement does 
not cover the cost of care, CARE Act providers lose money on each patient served.

In addition, CARE Act-funded providers that do not participate in managed care plans may 
lose Medicaid revenues and patients to Medicaid’s managed care plans. For example, in States 
that mandate enrollment of Medicaid benefi ciaries in managed care plans, providers will need to 



Section VIII: Program Guidance
Chapter 7: Managed Care and HIV Disease

108 RYAN WHITE CARE ACT TITLE II MANUAL

be part of a managed care plan to get reimbursed by Medicaid for the services provided. CARE 
Act-funded providers who are not part of a Medicaid managed care plan may be left with the 
responsibility for caring for Medicaid-eligible individuals for whom they cannot get any Medicaid 
reimbursements without receiving suffi cient funds to serve them.

Impact of Managed Care on ADAP and HICP
CARE Act grantees and planning bodies are involved in the planning and implementation 

of several programs that are affected by managed care, including ADAP and health insurance 
continuation programs (HICP). CARE Act clients often receive their medical care through Medicaid 
and their medications through ADAP.

While the Federal mandatory Medicaid benefi t package does not include prescription 
drugs—and States decide on such benefi ts—most State Medicaid agencies provide prescription 
drug coverage. However, States often place limits on this benefi t. For example, the covered cost 
of medications may be capped at a certain dollar amount annually or there may be limits on 
the amount of medication dispensed per script or the number of scripts per month. Medicaid 
managed care may place additional limitations on such coverage. Therefore, PLWH may rely more 
on ADAP to meet their medication needs not covered by Medicaid. Similarly, as managed care 
plans dominate the health insurance marketplace, PLWH enrolled in HICP may face some of the 
same issues as Medicaid managed care benefi ciaries. Such limitations may lead States to prioritize 
and fund ADAP.

MANAGED CARE AND CARE ACT PROVIDERS

The impact of managed care on CARE Act programs depends upon State 
eligibility requirements, the populations affected by the epidemic, and the 
type of managed care entities under contract with the State. For example, 
some States mandate managed care only for beneficiaries eligible under 
Temporary Assistance to Needy Families (TANF), who tend to be women and 
their dependent children. For States with an increasing number of women 
with HIV, mandatory managed care for TANF eligibles will have a significant 
impact on the infected population. This is in contrast to States where the 
majority of PLWH are disabled and are covered under Supplemental Security 
Income. Managed care in these States becomes a significant issue only if a 
State decides to enroll SSI eligibles into mandatory managed care.
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Roles of CARE Act Entities in Implementing Managed Care

CARE Act entities can help ensure that PLWH needs are addressed as local and State areas 
implement managed care. As discussed below, they can educate others about managed care, 
enhance provider capacity to participate in managed care, and assist with feedback and evaluation 
of managed care.

Policy Role
CARE Act entities should keep informed of managed care developments in their communities, 

such as what providers will provide HIV care and the types, quality, and cost of services. CARE 
Act entities have the opportunity to provide input or formally comment upon their State’s draft 
managed care legislation, waiver, or State Plan Amendment as they are developed. They can also 
ask to review the State’s draft or model contracts with MCOs and inform Medicaid offi cials of 
provisions that are needed to ensure quality care for PLWH, such as:

• Adequacy of and Access to Provider Network. Access to experienced, culturally competent 
HIV/AIDS providers is necessary to address complex HIV-related health care needs. PLWH 
should be able to designate a specialist (e.g., infectious disease specialist, immunologist) as 
their primary care physician or be allowed open referrals to physicians with experience in 
treating HIV/AIDS.

• Designation of Experienced HIV Providers. MCOs should require HIV/AIDS services to be 
delivered by experienced providers. Studies demonstrate that mortality rates of PLWH treated 
by such providers are lower than for those treated by less experienced providers. While 
there is no consensus defi nition of “experienced” providers, many experts recommend that 
HIV providers should have treated 20-50 PLWH. MCOs must design training and develop 
experience criteria for HIV providers.

• Standards of Care. State Medicaid contracts with MCOs should require these entities to 
adhere to HIV treatment guidelines.

• Continuity of Care Treatment. Individuals newly enrolled into managed care may not be able 
to obtain an appointment with an experienced HIV provider within their fi rst few weeks in a 
plan. MCOs should permit continuation of existing treatment plans and pharmaceuticals for a 
designated period of time to allow for transition into managed care.

• Adequate Reimbursement to MCOs and Participating providers. MCOs must receive 
adequate reimbursement to cover the high cost of care for PLWH. CARE Act entities should 
seek special rates for clinicians caring for PLWH and other individuals with chronic illnesses. 
States should be encouraged to consider whether some high-cost services for special-needs 
populations should be carved out and paid for on a fee-for-service basis.

• Marketing and Enrollment Procedures. Individuals should have suffi cient information to 
make informed decisions about selecting a health plan and provider. MCOs and third party 
enrollment brokers should be required to provide details about benefi ts and provider networks 
(including specialists) before patients have to choose a plan. In cases where people do not 
make a selection and are automatically enrolled by the State with a provider, the State should 
consider the individual’s previous provider when making an assignment.
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• Broad Range of Covered Services. Managed care contracts should cover the services that 
PLWH require, such as prescription drug benefi ts. Patient cost sharing and out-of-pocket 
payments should be specifi ed and limited.

• Quality Assurance Activities. A good contract requires that a strong quality management 
system be in place, with ongoing data collection and evaluation processes. Quality 
improvement goals and patient outcome measures should be identifi ed, and outcome 
measures that relate to HIV treatment should be specifi ed.

• Mechanisms to Protect Patient Rights. A defi ned grievance and appeals process provides 
PLWH with a way to appeal when:

-  Primary care physicians knowledgeable about HIV disease are not available

-  Investigational or experimental therapies are refused

-  Confi dentiality is breached, and

-  Other serious problems with access or service delivery are encountered.

Monitoring and Evaluation Role
CARE Act entities should monitor MCO implementation to make sure that PLWH are receiving 

adequate health care services. Grantees and planning bodies can assist with monitoring by:

• Maintaining links with community-based organizations

• Communicating with State HIV and Medicaid representatives about trends and needs of PLWH

• Undertaking special studies of PLWH in managed care

• Developing mechanisms to monitor grievance patterns for various plans and providers, and

• Urging States to monitor and evaluate managed care plans on an ongoing basis.

Capacity-Development Role
Community-based organizations and other providers with a signifi cant number of Medicaid-

eligible patients typically need to focus on the following areas in order to take part in managed 
care networks:

• Planning. Provider organizations should undertake strategic planning to determine whether 
and how managed care fi ts with their organizational mission and culture. Providers may 
consider partnerships with other providers to create a larger, more competitive and fi scally 
viable network. Strategic decisions include selection of MCOs with whom to partner and 
contract.

• Rethinking Client Services. Some providers may need to change their overall operations 
and/or repackage their services to remain competitive. For example, case management 
organizations can reposition themselves to contract with MCOs by providing treatment 
adherence services.
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• Marketing Services. Providers should develop marketing strategies, including communicating 
to MCOs their expertise in providing essential HIV-related services to PLWH in a cost-effective 
manner.

• Strengthening Management Information Systems (MIS). Organizations should develop 
computerized record keeping systems to track and analyze the demographic composition 
of benefi ciaries and the cost and utilization of services being provided. Such data are necessary 
to calculate costs of services and project adequate capitation rates. Providers that do not know 
the exact cost of their services run the risk of contracting for an inadequate reimbursement rate.

• Preparing for Contract Negotiations. Community-based providers need to learn to negotiate 
viable contracts with MCOs that recognize adequate reimbursement for cost of services and 
spread risk.

Providers also need to continue to serve current patients and maintain existing service 
infrastructures. If these basic networks cease to exist, many HIV patients could fi nd themselves 
without access to high quality services.

CARE Act programs can help build the capacity of its funded providers to compete in a 
managed care environment. For example, they can help CARE Act-funded providers adapt 
administrative and fi nancial systems to meet managed care requirements. The need for such 
assistance might be assessed as part of the determination of capacity development needs of 
providers serving traditionally underserved populations, which are then prioritized.

Education Role
Many people are unfamiliar with how managed care works. Educating PLWH consumers is 

crucial to assuring access to quality care for PLWH. States, planning bodies, and funded providers 
can help to educate PLWH on how best to interact with the managed care system to get their 
needs met. Consumer education is especially critical when a managed care system or initiative is 
being introduced in a State. It might cover:

• How to select a health plan

• How to obtain access to health care providers, and

• How to fi le a grievance when care is unavailable or inadequate.

Education efforts should target CARE Act case managers as well, because clients often turn 
to their HIV case manager with questions about notices they receive from the State Medicaid 
program about managed care (and other matters).

HAB has developed resources and funded training programs to educate consumers about 
managed care. For example, Your Passport to Managed Care is a pocket-sized guide to assist 
consumers with tracking information needed to negotiate the system. To obtain this document, 
see References below.
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Funding Issues

Methods of Funding Providers
CARE Act entities need to reassess how they fund providers in a managed care environment. 

The standard grant or contract approach of programs submitting applications and receiving 
funding annually may not be consistent with the Medicaid managed care infrastructure. Most 
MCOs prefer a single contract versus multiple ones, especially for a full continuum of services. 
Also, some of the CARE Act providers currently being funded for case management, outreach, 
and other activities may not be large enough to come to the managed care table and secure 
contracts to provide services. Planning bodies and grantees need to rethink how they approach 
programming and funding to assure the viability of their funded providers in the managed care 
market place.

The Role of HIV Case Management in Managed Care
Traditionally, in the managed care marketplace, case management has meant utilization 

review—authorizing the services in the most cost-effective setting for the patient’s health status. 
By contrast, HIV case management makes sure that all services needed by PLWH to stay engaged 
in the health system are available. This is not well recognized or understood in the managed care 
marketplace. Planning bodies—including PLWH members and their funded providers—will need 
to convey fi rmly to State Medicaid offi cials and to MCOs the importance of including HIV case 
management as a covered service. Overall, clear communications are necessary among MCOs, 
planning bodies, and providers on expectations about case management.

Case management can play an important role in the transition period from traditional fee-for-
service Medicaid to managed care plans. Case managers, especially those with experience serving 
PLWH, can provide vital information regarding the overall quality of service and success rates 
for individual patient treatment. The case manager is a key contact person and should receive 
information about all services accessed by a given patient in order to identify gaps in the health 
care delivery system. Case management records can provide valuable information regarding 
service quality, costs, and success rates and integrate different types of information. To take 
advantage of case management services in this manner, a managed care plan should establish a 
communication network and incorporate case managers, primary care and specialist providers, 
consortium members, and community-based CARE Act-funded providers.
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Managed Care Resources

Managed Care Technical Assistance. HRSA Center for Managed Care. Website: 
http://www.hrsa.dhhs.gov/hrsa/mngdcare/cmc.htm  

Risk Adjustment Practices and Their Impact on HIV Services. See a summary report of a 
HRSA-sponsored risk adjustment meeting held in May 1997, “HIV Capitation Risk Adjustment 
Conference Report.” Available from The Kaiser Family Foundation at 1-800-656-4533.

CARE Act and Medicaid Coordination. See “Improving Coordination between Medicaid 
and Title II of the Ryan White CARE Act,” April 28, 1995, prepared by the Offi ce of Legislative 
and Intergovernmental Affairs, Health Care Financing Administration (HCFA), U.S. Department of 
Health and Human Services.

Managed Care Terms and Defi nitions. See one of the following: Making Medicaid Managed 
Care Work: An Action Plan for People Living with HIV, published by the National Association of 
People with AIDS (NAPWA), February 1997. Medicaid Reform and Managed Care: Implications for 
People with HIV and the Organizations that Serve Them, an AIDS Action Foundation Report, 1996.
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HRSA, HAB. Access to and Quality of HIV/AIDS Care 
in Medicaid Managed Care Programs: A Summary of 
HAB’s Research Program, 1996-2000. Rockville, MD: U.S. 
Department of Health and Human Services, 2001.

HRSA, HAB. “By Defi nition: The Language of Managed 
Care.” INNOVATIONS: Issues in HIV Service Delivery. Winter 1995.

HRSA, HAB. “HMOs and HIV: The Managed Care Revolution,” INNOVATIONS: Issues in HIV Service 
Delivery. Rockville, MD: U.S. Department of Health and Human Services, Winter 1995.

HRSA, HAB. “Identifying the Unknown: Developing Capitation Rates for HIV Services,” INNOVATIONS: 
Issues in HIV Service Delivery. Rockville, MD: U.S. Department of Health and Human Services, Winter 
1995.

National Association of People With AIDS. Making Medicaid Managed Care Work: Action Plan for People 
Living with HIV. Washington, DC: National Association of People with AIDS, 1997.

HRSA, HAB. “Managed Care and HIV/AIDS,” HRSA Care ACTION. Rockville, MD: U.S. Department of 
Health and Human Services, June 1998.
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“For fi rst time ever, HMO enrollment drops in 1999.” Managed Care Outlook. Managed Care, 
November 2000.

HRSA, HAB. “Managed Care Survival: Options for Safety Net Providers,” INNOVATIONS: Issues in HIV 
Service Delivery. Rockville, MD: U.S. Department of Health and Human Services, Winter 1995.

Kaiser Commission on the Future of Medicaid. “Medicaid and Managed Care,” Medicaid Facts. 
Washington, DC: Kaiser Commission on the Future of Medicaid, 1997.

“Developing a Managed Care Delivery System in New York State for Medicaid Recipients with HIV.” 
AJMC. November 1999.

“Developing a Managed Care Delivery Section for People with HIV/AIDS.” AJMC. November. 1999.

Kaiser Commission on Medicaid and the Uninsured. “Medicaid and Managed Care.” Kaiser Family 
Foundation, December 2001. See http://www.kff.org. 

Westmoreland, Tim. “Medicaid and HIV/AIDS Policy: A Basic Primer.” Federal Legislation Clinic of 
Georgetown University Law Center, 1999.

Mathematica Policy Research. New Rules, New Roles: How Title V/MCH and Ryan White Programs and 
Providers are Adapting to Medicaid Managed Care. October 1999.

AIDS Action Foundation. Medicaid Reform and Managed Care: Implications for People with HIV and 
the Organizations that Serve Them. Washington, DC: AIDS Action Foundation, 1996.

Center for Health Policy Research “HIV/AIDS Related Provisions of Medicaid Managed Care Contracts,” 
May 1998.

Center for Health Policy Research, George Washington University School of Public Health. “Experiences 
of HIV-Infected Benefi ciaries in the Move to Mandatory Medicaid Managed Care in Three States.” 
Washington, DC: George Washington University School of Public Health, March 1999.

Center for Health Policy Research. A Nationwide Study of Medicaid Managed Care Contracts. Washington, 
DC: George Washington University School of Public Health, 1998.
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Introduction

Although most HIV/AIDS cases continue to be in cities, more cases are being seen in rural 
areas. This requires service delivery systems to meet such unique needs as transportation to bring 
clients to services across large geographic areas and training to increase the number of HIV/AIDS 
providers. Multiple obstacles may hinder the development of HIV/AIDS care programs. Inattention 
to HIV/AIDS may be caused by underreporting of cases (e.g., PLWH from urban areas who return 
to their rural homes). Some PLWH may fear breach of confi dentiality and seek services outside 
their area. In some areas, needs of transient populations (e.g., migrant farm workers, illegal 
immigrants) complicate care delivery.

The small number of reported cases of HIV/AIDS in rural areas can perpetuate the denial of 
many community leaders and health professionals that HIV/AIDS is a signifi cant concern. Since 
funding is often based on the number of reported cases in an area, inaccurate reporting can 
hinder efforts in rural areas to secure funding for HIV/AIDS care.

No single model of service delivery can accommodate the unique needs of every rural 
area, in part because of their diversity in terms of population density, geographic size, and 
pool of providers. For example, the number of persons per square mile ranged from a low of 
8.1 to a high of 148.3 in one study of rural HIV/AIDS services, conducted by HRSA’s Offi ce of 
Science and Epidemiology (OSE). The rural environment in remote and often frontier areas like 
those in the Western U.S. produce major geographic and climatic barriers to organizing health 
services, including HIV/AIDS care. These areas have small numbers of persons living with HIV 
disease (PLWH), dispersed over large geographic areas, which deters the development of cost 
effective health and social support services. PLWH may have to travel to urban areas for access to 
appropriate care.

8 Section VIII

Rural HIV/AIDS Service Needs
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Strategies for Improving HIV/AIDS Care in Rural Areas

Denial that HIV/AIDS is a problem and a lack of skilled, knowledgeable HIV/AIDS providers are 
two of the major barriers to HIV/AIDS care in rural areas. Below is a discussion of confronting these 
barriers through education and provider participation.

Education
Lack of education about HIV/AIDS in the community level results in a lack of community 

support for HIV disease programs, which can make local offi cials reluctant to support programs or 
implement positive public policy. Educational efforts should focus on allaying fears and answering 
questions about HIV disease, and should reframe issues in a way that will result in positive local 
responses. Educational programs should provide information on the following topics:

• Psychosocial aspects of HIV/AIDS (e.g., denial, anxiety, discrimination, isolation), and

• Impact of HIV disease on both individuals and their families.

In addition, educational programs should challenge people to confront their fears and 
negative attitudes about PLWH and their families.

Education is also an important component in the care of those already infected. PLWH 
education efforts should include information on preventing the infection of others and preventing 
reinfection. Prevention efforts are particularly important when dealing with the dually diagnosed, 
whose use of drugs and alcohol may hinder the adoption of safer sex practices.

Provider Participation
Health care professionals who are willing to provide care to PLWH remain in short supply in 

rural areas. Common reasons cited by providers are lack of knowledge about the disease, limited 
access to specialists for consultation and referral, fear of being identifi ed as an AIDS provider, 
inadequate reimbursement, and burnout. The limited number of rural primary care physicians 
with experience treating HIV disease represents a major void in the continuum of care for PLWH in 
these areas.

Strategies to overcome both provider skill gaps and provider reluctance to participate in the 
HIV/AIDS continuum of care must be tailored to the specifi c local reasons for shortages of care 
providers. A critical fi rst step is to understand why a provider has not participated in the past. 
Some problems, such as a lack of providers with experience treating HIV disease, will not be solved 
in the short term. However, creative approaches including the following can help to increase 
provider participation:

• Offer AIDS training designed for physicians and dentists to raise awareness and treatment 
expertise among providers about HIV disease. In addition to HRSA’s AIDS Education and 
Training Centers (AETCs) under the CARE Act, additional Federally-funded programs that 
provide training include Area Health Education Centers and the Substance Abuse and 
Mental Health Services Administration (SAMHSA). Some States have also established training 
programs and local medical/dental schools and societies have also assisted in training 
physicians and dentists.
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• Create a resource network for less-experienced providers to consult and refer to expert 
specialists or to receive periodic on-site visits and consultation. Technology such as the 
Internet, national conference calls, and satellite broadcast trainings can help link resources in 
rural areas.

• Spread responsibility among a group of providers so that no single provider is overwhelmed. 
This could include rotating referrals of patients among providers in a predetermined fashion.

Models for Rural Service Delivery

The Vermont Model
Vermont expanded access to HIV/AIDS care by creating centers throughout the State. Their 

original setup was a single HIV/AIDS clinic, located at the University of Vermont, which clients 
from throughout the State had to travel to in order to receive state-of-the art care and to protect 
their confi dentiality. This created such problems as long distance travel (up to three hours each 
way) and primary health care providers who were not included in their clients’ care plans. Also, 
centralized services encouraged a lack of awareness in small communities regarding the growing 
HIV/AIDS epidemic. When asked, the majority of PLWH wanted to receive care in their own 
communities while being assured that their confi dentiality was being protected.

Regional comprehensive care clinics were established in rural Vermont in 1994, each staffed 
by a part-time, HIV-trained nurse practitioner and a part-time social worker. A physician travels 
to each of the clinics once a month and is in contact with them weekly. Each clinic is housed in 
a regional hospital to help maintain patient anonymity and confi dentiality. The clinics are also 
used as a platform for teaching local providers about the care of PLWH. A database also has been 
established to help in data collection and evaluation of the program.

Mountain Census Division Model
Several factors deterred the development of a cost-effective HIV health and social support 

services system for PLWH in the Mountain Census Division. These include distance, cold weather, 
underdeveloped transportation systems, and a demographic pattern of small numbers of infected 
individuals dispersed over a large geographic area.

The following approaches were developed to reduce costs while maintaining effectiveness in 
HIV service delivery:

• The use of 800 numbers for information, inquiries, or support groups

• Utilization of physician assistants, nurses, and nurse practitioners skilled in providing HIV care 
and linked to physician consultants, and

• Use of communications technology, with clients traveling to convenient downlink locations to 
meet with health care providers.
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The Gaps
Signifi cant strides have been made to improve the delivery of services in rural areas and 

communities. However, rural States report that the following gaps remain:

• Limited access to dental care and social support services, and

• Availability of substance abuse treatment, mental health counseling, and transportation.

Further, service delivery in rural areas has also been hindered by the shifting demographics 
of HIV disease. The demographics now require a rethinking of service delivery models to make 
services more culturally appropriate and sensitive. For example, homeless persons and people 
of color may require tailored efforts to link individuals with care and treatment. Coordinated, 
comprehensive service provision is required to help meet both the basic needs and HIV care needs 
of lower-income PLWH.
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EXECUTIVE SUMMARY

The Ryan White CARE Act provides Federal funding to local communities and States to fi ll gaps 
in care for people living with HIV disease (PLWH). Under two programs of the CARE Act—Title I 
(urban areas) and Title II (States)—responsibility for managing these funds falls to chief elected 
offi cials (CEOs), such as mayors, county executives and governors. In turn, CEOs often delegate 
implementation to staff within their own offi ces or to agencies like health departments. 

As the recipient of CARE Act Title I and Title II funds, the CEO spearheads the development of 
a comprehensive HIV/AIDS service system. CARE Act awards include both formula grants based 
on the number of HIV/AIDS cases and competitive supplemental funds for areas with severe need. 
In using these resources, CEOs are required to work in partnership with communities to plan and 
deliver HIV/AIDS services. CEO partners include the administrative agency designated by the CEO 
to oversee the program (e.g., the health department), the Title I or II planning body and its diverse 
voices of expertise, and PLWH. Other CARE Act partners include city or county fi nance or grants 
offi ces that disburse and account for CARE Act funds. 

The CEO ensures that CARE Act partners meet their legislative requirements and submits 
written assurances that requirements are being met. Assurances are submitted as part of the 
annual funding application to HRSA’s HIV/AIDS Bureau, Division of Service Systems (HAB/DSS)—
the offi ce that administers Titles I and II. 

This guide outlines CEO responsibilities as follows: 

1. Assuring that grant funds are administered appropriately, and 

2.  Facilitating planning in partnership with Title I and II planning bodies to best meet the 
needs of people living with HIV disease.

In some areas, these duties are the same for Titles I and II. In others, they vary.

This guide can be used to orient staff of administrative agencies and planning bodies for 
working with the CEO to implement Title I or Title II programs. 
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CEO Responsibilities

CEOs have responsibilities in two major areas: administration of funds and planning. 

 
Administration/Use of Funds
The Title I CEO establishes a mechanism 
to administer funds for the timely delivery 
of essential services to PLWH throughout 
the eligible metropolitan area (EMA). Title I 
programs must be used to address gaps in 
HIV services not being met by other 
programs. CARE Act services must be 
provided regardless of an individual’s ability 
to pay. Local funding of HIV service programs 
must be maintained at a level at least equal 
to the prior year’s level to ensure that CARE 
Act funds are used to supplement, but not 
replace, local spending.

Other administrative responsibilities of Title I 
CEOs are as follows:

• CEOs must ensure that Title I funding 
for services to women, infants, 
children, and youth with HIV disease 
is in proportion to their representation 
among total AIDS cases in an EMA, if 
not provided through other programs.

• Establish intergovernmental 
agreements with other jurisdictions 
within the EMA that provide HIV-related 
services that account for at least 
10 percent of the EMA’s reported 
AIDS cases.

• The CEO must assure that Quality 
Management programs are established 
to assess the extent to which HIV 
health services are consistent with 
the most recent Public Health Service 
(PHS) treatment guidelines and to 
develop strategies to ensure that these 
services are consistent with guidelines 
to improve access to and quality of HIV 
health services.

 
Administration/Use of Funds
The Title II CEO establishes a mechanism 
to administer funds for the timely delivery 
of essential services to PLWH throughout 
the State. Title II programs must be used to 
address gaps in HIV services not being met by 
other programs. There are fi ve program areas 
under which States can deliver Title II services, 
providing Title II CEOs with fl exibility to meet 
unique needs in their areas. CARE Act services 
must be provided regardless of an individual’s 
ability to pay. State funding of HIV service 
programs must be maintained at a level at 
least equal to the prior year’s level to ensure 
that CARE Act funds are used to supplement, 
but not replace, local spending.

Other administrative responsibilities of Title II 
CEOs are as follows:

• CEOs must ensure that Title II funding 
for services to women, infants, 
children, and youth with HIV disease 
is in proportion to their representation 
among total AIDS cases in the State, if 
not provided through other programs.

• The CEO must assure that Quality 
Management programs are established 
to assess the extent to which HIV 
health services are consistent with 
the most recent Public Health Service 
(PHS) treatment guidelines and to 
develop strategies to ensure that these 
services are consistent with guidelines 
to improve access to and quality of HIV 
health services.

• The CEO must require Title II providers to 
participate in an HIV/AIDS consortium, if 
such exists, and to maintain appropriate 
relationships with “key points of entry” to 
assure referrals into care for PLWH. 

 Title I Title II
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• CEOs must require Title I providers to 
participate in an HIV/AIDS community-
based continuum of care, if such exists, 
and maintain appropriate relationships 
with “key points of entry” to assure 
referrals into care for PLWH. 

• The CEO must assure that outreach 
is conducted to inform clients of the 
availability of services.

• CEOs must assure that the maintenance 
of effort requirements are met and 
that existing services and funds are not 
supplanted with CARE Act funds.

CEOs must ensure that all funds are 
expended in accordance with established 
PHS regulations and CARE Act legislative 
requirements. This includes assuring that 
their administrative agent is in compliance 
with all fi scal requirements, including 
formally addressing grievances regarding the 
distribution of funds.

Planning
The CEO must establish a Title I planning 
council and, once the planning council is 
established, appoint members through the 
planning council’s nominations process. 
Planning council membership must meet 
legislative requirements for representation 
and be selected through an open nominations 
process that has been approved by HRSA. 
Members must be trained to enable them to 
fulfi ll their responsibilities, in accordance with 
guidance from HAB/DSS. 

Title I CEOs must enable planning councils 
to carry out their legislatively mandated 
responsibilities:

• The CEO must assure that outreach 
is conducted to inform clients of the 
availability of services.

• CEOs must assure that maintenance of 
effort requirements are met and that 
existing services and funds are not 
supplanted with CARE Act funds.

CEOs must ensure that all funds are 
expended in accordance with established 
PHS regulations and CARE Act legislative 
requirements. This includes assuring that their 
administrative agent is in compliance with all 
fi scal requirements.

Title II CEO duties unique to Title II are as follows:

• Take administrative or legislative action 
to ensure that good faith efforts are 
made to notify a spouse of a known 
HIV-infected patient that such spouse 
may have been exposed to HIV and 
should seek testing. 

• Assure that any State match 
requirements are met.

• Assure that the AIDS Drug Assistance 
Program is operated in a fair and effi cient 
manner to enable the most patients to be 
served with available resources.

Planning
The Title II CEO or designee must help ensure 
that health services planning is conducted 
with the broad and diverse input of key 
stakeholders, including PLWH and historically 
underserved populations. Public hearings 
must be held concerning the intended use 
and distribution of Title II funds. 

 Title I Title II
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• Conduct an assessment of local 
community needs 

• Develop a comprehensive service plan, 
compatible with existing State and local 
plans

• Allocate funds according to service 
priorities set by the planning council

• Participate along with other CARE 
Act partners in the development a 
Statewide Coordinated Statement of 
Need (SCSN) to enhance coordination 
among CARE Act programs in 
addressing key HIV/AIDS care issues 

• Coordinate with Federal, State, and 
locally funded grantees providing HIV-
related services, and

• Assess the effi cient administration of 
funds.

Implementing CEO Duties

The CEO and CARE Act partners must clearly communicate what each expects of the other. Tables 
in the appendix of this guide outline mutual expectations and discuss potential problems and 
communication gaps. 

Clarity around roles is especially important when the CEO designates administration of the 
CARE Act grant. When duties are delegated, the following suggestions can help the CEO 
oversee the grant:

• Ensure designees have appropriate knowledge and skills and understand what is 
expected of them.

• Ensure that CARE Act partners have a way to communicate regularly with each other.

• Be sure that staff review and monitor Intergovernmental Agreements (IGAs), so they are 
operational—not merely paper—agreements. Title I CEOs only.

• Require designees and administrative agents to build and maintain relationships with 
HIV-infected and affected communities. 

The CEO must assure that the following 
legislative responsibilities are carried out 
directly by the State:

• Participation in needs assessment 
activities to collect data for conducting 
HIV services planning.

• Help in establishing service priorities for 
the allocation of funds.

• Participation in the development of a 
comprehensive plan for the provision 
of HIV services throughout the State, 
which must be updated every three years.

• Periodic convening of a meeting of 
PLWH, representatives of CARE Act 
Titles operating in the State, HIV 
service providers, and public agency 
representatives for the purposes of 
developing and updating the SCSN.

• Ensuring coordination between the 
CARE Act and other Federal HIV 
programs operating 
in the State.

• Assess the effi cient administration of funds.

 Title I Title II
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CEO staff can play an important role in CARE Act program administration. When lead responsibility 
has been designated to another department, staff should undertake the following:

• Maintain positive relationships with affected populations in the EMA or State.

• Maintain relationships with other CEOs, such as coordination between Titles I and II.

• Work with planning bodies and represent the CEO at meetings.

• Work with external administrative agencies to coordinate programs and budgets. 

• Mediate differences between public agencies that report to the CEO.
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THE RYAN WHITE CARE ACT

Like many health problems, HIV disease has a disproportionate impact on those who are poor and 
those from racial and ethnic minority groups and gay/bisexual men. HIV disease also often leads to 
poverty—due to costly health care or loss of the ability to work, which often leads to loss of health 
insurance. The CARE Act is the “payer of last resort” because it fi lls gaps in care not covered by 
other health care systems. Individuals most likely to use CARE Act services are those with no source 
of care, or those covered by Medicaid and private insurance whose care needs are not being fully 
met.

CARE Act-funded services are intended to reduce the use of more costly inpatient care, increase 
access to care for underserved populations, provide HIV/AIDS medications, and improve quality 
of life for those affected by the HIV epidemic. The CARE Act does this by: funding local and 
State programs that provide primary medical care and support services; training HIV health care 
providers; and providing technical assistance to grantees to address implementation and emerging 
HIV care issues. Decisions about what to fund are primarily made through local and State HIV/
AIDS health care planning bodies. The result has been the development of many innovative and 
practical approaches to providing care to PLWH. 

CARE Act Structure

The Health Resources and Services Administration’s (HRSA) HIV/AIDS Bureau (HAB) has lead 
responsibility for implementing the CARE Act. HRSA is an agency of the U.S. Department of Health 
and Human Services (HHS). CARE Act programs include:

•   Title I – Local Areas
 Title I eligible metropolitan areas (EMAs) are urban areas hardest hit by the HIV/AIDS epidemic. 

EMAs may use funds for HIV/AIDS primary care and support services that enhance access to and 
retention in primary care. Funds may also be used for early intervention services to move PLWH 
into care. Grants are awarded to local governments. They, in turn, award funds to providers 
based on service priorities established by the Title I planning council that is convened by the 
EMA to carry out HIV/AIDS planning. Supplemental awards are based in part on the EMA’s 
ability to document severe need for additional funding and the capacity to meet that need.
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•   Title II – States
 States and territories are funded under Title II to improve access to primary care and support 

services that enhance access to and retention in primary care. Funds may also be used for early 
intervention services to move PLWH into care. States have program fl exibility to ensure a basic 
standard of care across their diverse service areas. They may support fi ve different programs:

1. Medications to treat HIV disease (AIDS Drug Assistance Program, ADAP)

2. HIV care consortia (groups similar to Title I planning councils) 

3. Services provided directly by States or state contracts 

4. Health insurance coverage, and 

5. Home and community-based services. 

•   Title III – Community-Based Programs
 Public and private nonprofi t primary care providers receive grants for outpatient early 

intervention services (i.e., comprehensive primary health care and other services, including 
HIV counseling, testing, and referral). The Amendments of 2000 established Title III capacity 
development and planning grants that prepare agencies to provide early intervention services.

•   Title IV – Children, Youth, and Women with HIV Disease and Their Families
 Funds go to public and private nonprofi t entities to coordinate services for infants, children, 

youth, women, and families and to provide them medical care, support services, and access to 
research.

•   Special Projects of National Signifi cance (SPNS) – Research Models
 Funds go to public and private nonprofi t entities to develop innovative models of HIV/AIDS 

care, including projects targeting Native American/Alaskan Native populations.

•   HIV/AIDS Dental Reimbursement Program – Oral Health Care
 Funds go to dental schools and dental hygiene programs, and community-based providers 

collaborating with them, to help cover the uncompensated costs of providing oral health care 
to PLWH.

•   AIDS Education and Training Centers (AETC) – Provider Training
 Funds go to a network of regional and national entities to conduct multi-disciplinary HIV-

related education and training for health care providers. The goal is to increase the number of 
trained HIV providers and to help prevent HIV transmission. AETCs also disseminate treatment 
information to health care providers and patients.
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Guiding Principles for CARE Act Programs 

The CARE Act addresses the health needs of persons living with HIV disease (PLWH) by funding 
primary health care and support services that enhance access to and retention in care. The 
following principles are to guide CARE Act programs in implementing CARE Act provisions and 
emerging challenges in HIV/AIDS care:

• Revise care systems to meet emerging needs. The CARE Act stresses the role of local 
planning and decision making—with broad community involvement—to determine how to 
best meet HIV/AIDS care needs. This requires assessing the shifting demographics of new HIV/
AIDS cases and revising care systems (e.g., capacity development to expand available services) 
to meet the needs of emerging communities and populations. A priority focus is on meeting 
the needs of traditionally underserved populations hardest hit by the epidemic, particularly 
PLWH who know their HIV status and are not in care. This entails outreach, early intervention 
services (EIS), and other needed services to ensure that clients receive primary health care and 
supportive services—directly or though appropriate linkages.

• Ensure access to quality HIV/AIDS care. The quality of HIV/AIDS medical care—including 
combination antiretroviral therapies and prophylaxis/treatment for opportunistic infections—
can make a difference in the lives of PLWH. Programs should use quality management 
programs to ensure that appropriate treatments are accessible and delivered according to 
established HIV-related treatment guidelines.

• Coordinate CARE Act services with other health care delivery systems. Programs need to 
use CARE Act services to fi ll gaps in care. This requires coordination across CARE Act programs 
and with other Federal/State/local programs. Such coordination can help maximize effi cient 
use of resources, enhance systems of care, and ensure coverage of HIV/AIDS-related services 
within managed care plans (particularly Medicaid managed care).

• Evaluate the impact of CARE Act funds and make needed improvements. Federal policy 
and funding decisions are increasingly determined by outcomes. Programs need to document 
the impact of CARE Act funds on improving access to quality care/treatment along with areas 
of continued need. Programs also need to have in place quality assurance and evaluation 
mechanisms that assess the effects of CARE Act resources on the health outcomes of clients.

More information about the CARE Act, including funding history, can be found on the HRSA/HAB 
website at http://hrsa.hab.gov.



Section IX: Chief Elected Offi cial Guide

10 RYAN WHITE CARE ACT TITLE II MANUAL

CEO Duties

The CEO is the offi cial recipient of CARE Act funds. Under Title I, grants go directly to the CEO 
of a city or urban county in an EMA. Under Title II, grants go to the governor of a State. As such, 
the CEO has ultimate responsibility for the grant and for ensuring that all CARE Act partners meet 
legislative requirements, as well as the expectations of HAB/DSS.

CEO responsibilities occur in two major areas: Administration of Funds and Planning.

Responsibilities of the Title I CEO 
Administration/Use of Funds
• Establishing the Administrative Mechanism

The Administrative Mechanism is how Title I 
funds are disseminated locally. The CEO in Title 
I may delegate administrative responsibility for 
the grant (usually to the health department) 
but is responsible for ensuring that the program 
meets legislative mandates and that all CARE 
Act partners work together to deliver quality 
care and services to PLWH. CEOs must ensure 
that funds are allocated fairly across the service 
area and target underserved populations. 

The planning council assesses the effectiveness 
of the funding allocations process, but the 
CEO helps make sure that funds get out to 
service providers in a timely manner. The CEO 
should respond quickly to concerns regarding 
allocation of CARE Act funding and make 
needed corrections.

THE CEO AND THE GRANTEE

The Chief Elected Official (CEO) is the official recipient 
of CARE Act Title I or Title II funds and is ultimately 
responsible for administering all aspects of Title I or Title 
II CARE Act funds and ensuring that all legal requirements 
are met. 

Grantee is the term used to describe the entity that 
receives CARE Act funds and has responsibility for 
administering the award. The CEO often delegates 
responsibility for Title I or Title II grant administration to an 
agency such as the health department—and in such cases 
it is referred to as the grantee.

Responsibilities of the Title II CEO
Administration/Use of Funds
•  The Title II CEO has duties that are similar 

to the Title I CEO with respect to program 
administration and HIV services planning. 

In Title II, the governor may designate 
responsibility for the grant to someone 
like the State health commissioner. When 
this is done, that person in effect becomes 
the CEO; however, the CEO (governor) 
maintains the ultimate responsibility of all 
aspects of managing and accountability 
for the Title II program.

 Title I Title II

WHO ARE CEOS:

1. Mayor
2. County Executive
3.  City Council or County 

Commission Chair/President
4. County Judge
5. Governor (Title II)
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• Establishing Intergovernmental Agreements
The Title I CEO must establish 
Intergovernmental Agreements (IGAs) 
with the CEOs of those political 
jurisdictions that provide HIV health 
services and include not less than 10 
percent of the reported AIDS cases in the 
EMA. 

•  Services to Women, Infants, Children, 
and Youth

The CEO must ensure that funding for 
services to women, infants, children,      
and youth is proportionate to their 
representation among the EMA’s total 
AIDS cases. A waiver may be granted 
when an EMA can demonstrate that the 
needs of these populations are being met 
through other sources, such as Medicaid, 
the State Children’s Health Insurance 
Program (SCHIP), or other Federal/State 
programs, including CARE Act programs. 

The CARE Act defi nes these populations 
as follows:

- Women - 25 years and older
- Youth - 13-24 years old
- Children – 2-12 years old
- Infants - less than 24 months old

•  Filling Gaps in Care and Maintenance 
of Effort

CEOs must ensure that CARE Act funds are 
used only to fi ll gaps in care, not to pay for 
services covered by other available health 
care funding sources, such as Medicaid or 
Medicare. Grantees must ensure that PLWH 
are enrolled in other health care programs 
for which they are eligible. 

Further, CEOs must assure that grantees 
maintain their prior year’s level of spending 
for HIV-related care and provide services 
regardless of an individual’s ability to pay or 
his/her health condition. 

•  Services to Women, Infants, Children, 
and Youth

The CEO must ensure that Title II 
allocations for services to women, infants, 
children, and youth is proportionate to 
their representation in the State’s AIDS 
cases. A waiver may be granted when a 
State can demonstrate that the needs of 
these populations are being met through 
other sources such as Medicaid, the State 
Child Health Insurance Program (SCHIP), 
or other Federal/State programs, including 
CARE Act programs. 

The CARE Act defi nes these populations 
as follows.

- Women - 25 years and older
- Youth - 13-24 years old
- Children – 2-12 years old
- Infants - less than 24 months old

•  Filling Gaps in Care and Maintenance 
of Effort

Title II CEOs must ensure that CARE Act 
funds are used to fi ll gaps in care and do 
not pay for services provided by other 
health care programs. Grantees must 
ensure that PLWH are enrolled in other 
health care programs for which they are 
eligible. 

Further, States must maintain their prior 
year’s level of spending for HIV-related care 
and services. 

 Title I Title II
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• Quality Management Programs
The CEO assures that the grantee 
develops and implements quality 
management programs to ensure both 
that PLWH eligible for treatment and 
health-related services have access to 
those services, and that the quality of 
those services meets certain criteria. 
CEOs must sign assurances that quality         
management programs are in place and  
meet their objectives.

•  Coordination with Early Intervention 
Service Providers (EIS)

The Title I CEO must ensure that 
Title I services are coordinated with other 
CARE Act programs, existing prevention 
activities and other federally funded HIV 
related programs and services.

• Quality Management Programs
The Title II CEO must assure that quality 
management programs are established to 
ensure both that PLWH eligible for treatment 
and health-related services have access to those 
services and that the quality of those services 
meets certain criteria. CEOs must sign assurances 
that quality management programs are in place 
and meet their objectives.

• Coordination
The CEO must assure that Title II services are 
coordinated with other services operating in States 
and local areas. In particular, CARE Act legislation 
directs that States coordinate care services with 
providers of HIV prevention and EIS, for the 
purposes of referring PLWH into care. Special 
emphasis is given to PLWH who know their HIV 
status but are not receiving services from a system 
of care. Title II funding can be used to pay for EIS 
if grantees can show that available services are 
insuffi cient to meet the demand. 

DEFINITIONS

Early  under Title I and Title II include counseling, testing, referral,
Intervention  and information services designed to bring HIV-positive 
Services individuals into the local HIV continuum of care. The CARE Act allows 

the use of Title I and II funding for early intervention services (EIS) that 
serve to refer PLWH into care systems. Prior to using CARE Act funds 
for EIS, grantees must show that existing EIS services are insuffi cient.

Points of Entry  are health care access points frequently used by traditionally 
underserved HIV-positive individuals to help meet their medical and 
social service needs. They are therefore key access points for referring 
such individuals into the HIV care system. The CARE Act defi nes these 
points of access to include such entities as: 

- Emergency rooms  - Mental health programs 
- Substance abuse treatment programs  - Homeless shelters
- Detoxifi cation centers  - Public health departments
- Adult and juvenile detention facilities  - HIV counseling and testing sites
- Sexually transmitted disease clinics  - Federally qualifi ed health centers, and 
- HIV counseling and testing sites  - Other specifi ed health care points of entry.

 Title I Title II
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• Use of Funds
CARE Act legislation specifi es the 
following:

- No more than 5 percent of Title I 
funds may be used for routine grant 
administration and monitoring, 
such as developing annual 
funding applications, program and 
fi nancial reports, meeting audit 
requirements, reimbursement/
accounting systems, and awarding 
local contracts. 

- Up to 5 percent or $3 million, 
whichever is less, may be used for 
quality management programs 
to ensure that HIV health services 
are consistent with Public Health 
Service guidelines and to monitor 
the improved health status of HIV-
positive clients.

- No more than 10 percent 
may be spent collectively by 
providers and subcontractors 
on administrative costs such as 
“usual and recognized” overhead, 
management and oversight of 
programs, and program support 
activities such as quality assurance. 

- Funds may not be used for 
construction, land purchase, or cash 
payments to intended recipients of 
services.

- Funds must be used for capacity 
development in communities 
of color and other underserved 
areas where the HIV epidemic is 
having a disproportionate impact. 
Title I funds may also be used for 
strategies to sustain new providers 
and organizations. 

• Use of Funds 
CARE Act legislation authorizes the 
following administrative costs for Title II:

- Up to 10 percent of funds 
may be used for routine grant 
administration and monitoring 
activities. A maximum of 15 percent 
may be used to fund administration, 
planning, and evaluation activities.

- Up to 5 percent or $3 million, 
whichever is less, may be used for 
quality management programs 
to ensure that HIV health services 
are consistent with Public Health 
Service guidelines and to monitor 
the improved health status of HIV-
positive clients.

- No more than 10 percent 
may be spent collectively by 
providers and subcontractors 
on administrative costs, such as 
“usual and recognized” overhead, 
management and oversight of 
programs, and program support 
activities such as quality assurance. 

- Funds may not be used for 
construction, land purchase, or cash 
payments to intended recipients of 
services.

- Title II funds may be used 
for capacity development in 
communities of color and 
other underserved areas where 
the HIV epidemic is having a 
disproportionate impact. Title II 
funds may also be used to support 
efforts to sustain new providers and 
organizations. 

 Title I Title II
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ELIGIBLE SERVICES

• Outpatient and ambulatory health care, including HIV specialty care, substance 
abuse and mental health treatment, oral health, and home health or hospice care.

• Comprehensive treatment services, including treatment education and prophylaxis/
treatment for opportunistic infections.

• Case management services that prevent unnecessary hospitalization or that 
expedite discharge as medically appropriate. 

• Support and health services that enhance access to and retention in primary 
medical care and promote health and quality of life. 

• Outreach activities and early intervention services intended to identify and link into 
care individuals with HIV disease who know their HIV status and are not receiving 
HIV-related health services. EIS services must fill documented gaps in services and 
increase resources in the area; Title I funds cannot replace existing funds for EIS.

ELIGIBLE PROVIDERS

Funding may be awarded to public or nonprofit entities, such as community-
based organizations, hospices, ambulatory care facilities, community health 
centers, migrant health centers, homeless health centers, substance abuse 
treatment programs, mental health programs, hospitals, and hospices. 

Private for-profit entities are eligible to receive funding if they are the only 
available provider of high quality HIV care in the area. 
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Planning
CEOs must assure that the designated 
planning body undertakes planning for the 
use of CARE Act funds. Under Title I, CEOs 
appoint planning council members who 
conduct needs assessments, set service 
priorities for the allocation of funds, and 
develop a comprehensive plan to guide them 
in managing the HIV service delivery system. 
The grantee contracts for services based on 
the planning council’s allocation of funds to 
their established priorities.

• Title I Planning Councils

The Title I planning council membership must 
refl ect the demographics of the population of 
individuals with HIV disease in the EMA. Special 
consideration must be given to historically 
underserved populations and those experiencing 
signifi cant disparities in access to services. No less 
than 33 percent of planning council members 
must be PLWH who receive Title I services (in 
the case of minors, this would include their 
caregivers) and who are unaligned with provider 
agencies that receive Title I funding. Alignment 
is defi ned to include board membership and 
employment/consulting arrangements with 
agencies receiving Title I funding.

In addition to the 33 percent PLWH, planning 
council members must include:

• Health care providers, including 
Federally qualifi ed health centers

Planning
Title II CEOs must assure that planning bodies 
together with the administrative agency engage 
in planning to determine how to use CARE 
Act funds. The grantee or his/her designee is 
required to engage in a participatory planning 
process, which includes public hearings to 
gain community input on the development of 
the comprehensive HIV plan. Participants in 
planning should refl ect the same criteria as those 
for Title I (i.e., a broad and diverse input of key 
stakeholders, including PLWH and historically 
underserved populations).

Title II CEOs must assure that a Statewide 
Coordinated Statement of Need is developed 
and updated. Participants in development of 
the SCSN should include representatives of 
other CARE Act titles operating in the State, 
PLWH, staff of other public agencies, and HIV 
health service providers. The SCSN must be 
updated every three years.

• Title II Consortia
Title II funding can be used to establish HIV 
care consortia, which are associations of 
public and private health care and support 
service providers. Consortia conduct needs 
assessment and comprehensive planning 
activities with the broad input of key 
stakeholders, including PLWH and historically 
underserved communities. Consortia may also 
be the providers of HIV services and care. Title 
II grantees must consult with providers of HIV 
services and consumers in making decisions 
about funding the fi ve Title II program areas 
(see Ryan White CARE Act description).

 Title I Title II
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• AIDS service organizations (ASOs) and 
community-based organizations (CBOs) 
serving affected populations 

• Social service providers, including 
housing and homeless services providers

• Substance abuse treatment providers 

• Mental health providers 

• Local public health agencies

• Hospital planning agencies or health 
care planning agencies

• Affected communities, including 
people with HIV disease and historically 
underserved groups and subpopulations

• Non-elected community leaders 

• State Medicaid agency

• State agency administering the Title II 
program

• CARE Act or other programs serving 
women, children, youth and families

• CARE Act Title III grantees

• Grantees under other Federal HIV programs, 
including HIV prevention providers, and

• Formerly incarcerated PLWH or their 
representatives.

• Planning Council Operations
CEOs must assure that planning councils have 
in place a variety of policies and procedures, 
including the following:

• Nominations for members based on an 
open process, with criteria clearly stated 
and publicized, including a confl ict of 
interest standard 

• Training for planning council members so 
they are able to fully participate (Grantee 
applications need to include plans for 

 Title I Title II
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training new members, including training 
timelines, goals, and budgets. The CEO 
and planning council chairs will need to 
submit signed assurances, along with the 
funding application, that such training 
will take place upon receipt of materials 
from HAB/DSS.) 

• Leadership procedures ensuring that 
the planning council is not chaired 
solely by an employee of the grantee 

• Planning council meetings that are 
open to the public and minutes that are 
publicly available and that protect the 
medical privacy of individuals

• Bylaws that establish how the planning 
council will conduct business, and 

• Grievance procedures with respect 
to funding, including procedures for 
submitting grievances that cannot be 
resolved informally or by mediation to 
binding arbitration.

• Assessing Needs
Needs assessment is a collaborative activity 
of the planning council, grantee, and 
community, and is used as the basis for other 
CARE Act planning activities including priority 
setting and resource allocation and planning. 
Needs assessments determine needs in 
specifi c areas such as: 

• PLWH who know their HIV status but 
are not in care

• Disparities in access to care for certain 
populations and underserved groups

• Coordination between care programs 
and providers of HIV prevention and 
substance abuse treatment services 

• Outreach and early intervention 
services, and

• Capacity development.

• Assessing Needs
CEOs must assure that needs assessments are 
conducted with broad community input to 
identify gaps in HIV services and the needs 
of specifi c communities. Needs assessments 
focus on the following:

• PLWH who know their HIV status but 
are not in care

• Disparities in access to care for certain 
populations and underserved groups

• Coordination between care programs 
and providers of HIV prevention and 
substance abuse treatment services

• Outreach and early intervention 
services, and

• Capacity development.

 Title I Title II
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• Priority Setting and Resource Allocation 
Based on the fi ndings of the needs 
assessment, the planning council establishes 
priorities for the provision of HIV services in 
the local community. Service priorities are 
based on: 

• The size and demographics of the 
population of individuals with HIV 
disease and their needs, including those 
who know their HIV status but are not 
in care

• Cost effectiveness and outcome 
effectiveness of proposed services and 
strategies

• Priorities of PLWH for whom services 
are intended

• Coordination of services with programs 
for HIV prevention and treatment of 
substance abuse

• Availability of other governmental and 
non-governmental resources in the 
service area, and

• Capacity development needs, resulting 
from disparities in the availability of 
services for underserved populations.

Once service priorities are established, the 
planning council makes resource allocations. 
This process involves the planning council 
in determining how much funding will be 
dedicated to each service category. The 
planning council does not, however, select 
the providers to deliver services, or participate 
in the management of service provider 
contracts. 

• Comprehensive Plan
The CEO must assure that the planning 
council develops a comprehensive plan for 
services, which is compatible with other State, 
and local plans for the delivery of HIV services. 
This plan should be updated every three 
years.

• Priority Setting and Resource Allocation
CEOs must assure that based on the fi ndings 
of the needs assessment, Title II consortia 
or other planning bodies establish service 
priorities based on:

• The size and demographics of the PLWH 
population in the service area and their 
needs, including people who know their 
HIV status but are not in care

• Cost effectiveness and outcome 
effectiveness of proposed services and 
strategies

• Priorities of PLWH for whom services 
are intended

• Coordination of services with programs 
for HIV prevention and treatment of 
substance abuse

• Availability of other governmental and 
non-governmental resources in the 
service area, and

• Capacity development needs to address 
disparities in access to services for 
underserved populations.

Once priorities are established, the Title II 
planning body determines resource allocations 
for each service category.

• Comprehensive Plan
CEOs must ensure the development of 
a comprehensive plan for services that is 
compatible with the SCSN and any other 
State and local HIV service plans. The grantee 
must engage in a public advisory process, 
which includes public hearings, to develop 

 Title I Title II
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Planning is done by a broad group of people 
representing the epidemic in the EMA, 
including PLWH. Planning is based on needs 
assessment results.

HAB/DSS expects EMAs to develop multi-year 
comprehensive plans that will:

• Address disparities in HIV care, 
access, and services among affected 
subpopulations and historically 
underserved communities

• Establish and support an HIV care 
continuum

• Coordinate resources among other 
Federal and local programs, and

• Address the needs of those that know 
their HIV status and are not in care, 
as well as the needs of those who are 
currently in the care system. 

As well, comprehensive plans must now 
include strategies that:

• Identify individuals who know their HIV 
status but are not in care and inform 
these individuals of services and enable 
their use of HIV-related services

• Eliminate barriers to care and disparities 
in services for historically underserved 
populations

• Provide goals, objectives, and 
timelines (as determined by the needs 
assessment)

• Coordinate services with HIV prevention 
programs including outreach and early 
intervention services 

• Coordinate services with substance 
abuse prevention and treatment 
programs, and

• Ensure compatibility with existing State 
and local service plans including and in 
particular the Statewide Coordinated 
Statement of Need, convened by Title II.

the comprehensive plan. The comprehensive 
plan must be updated every three years.

HAB/DSS expects States to develop multi-year 
comprehensive plans that will:

• Address disparities in HIV care, 
access, and services among affected 
subpopulations and historically 
underserved communities

• Establish and support an HIV care 
continuum

• Coordinate resources among other 
Federal and local programs, and

• Address the needs of those that know 
their HIV status and are not in care, 
as well as the needs of those who are 
currently in the care system. 

As well, comprehensive plans must now 
include strategies that:

• Identify individuals who know their HIV 
status but are not in care, inform these 
individuals of services, and enable their 
use of HIV-related services

• Eliminate barriers to care and disparities 
in services for historically underserved 
populations

• Provide goals, objectives, and timelines 
(as determined by the needs assessment)

• Coordinate services with HIV prevention 
programs including outreach and early 
intervention services 

• Coordinate services with substance 
abuse prevention and treatment 
programs, and

• Ensure compatibility with existing State 
and local service plans including and in 
particular the SCSN.

 Title I Title II
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• Coordination
The CEO must ensure that Title I programs 
coordinate their services with other CARE 
Act titles and other Federal HIV programs 
operating in the EMA, including providers of 
EIS. This is necessary to ensure referral into 
care for those who are newly diagnosed with 
HIV and those who know their HIV status 
but are not participating in a system of care. 
Another goal of coordination is to ensure that 
CARE Act funds are used to fi ll gaps in service, 
and that PLWH are enrolled in non-CARE Act 
programs for which they are eligible.

The CEO must assure the development and 
updating of the SCSN, for which Title II has 
lead responsibility. Representatives of the 
Title I grantee and the planning council are 
required to participate in the SCSN process. 

• Coordination 
CEOs must assure that CARE Act-funded 
providers participate in an HIV care 
continuum and that CARE Act providers 
coordinate their services with other HIV 
programs operating in the service area. 
Several types of coordination are required by 
CARE Act legislation.

Prevention-Care Coordination
CEOs must assure that care-prevention 
coordination ensures that PLWH enter 
care systems and receive ongoing 
treatment. Particular emphasis should be 
placed on identifying those who know 
their HIV status but are not receiving 
treatment. The anticipated long-term 
impact is to normalize screening for 
HIV in diverse social service and health 
care settings and help reduce barriers to 
care for the traditionally underserved by 
expanding the network of referrals. 

CEOs must assure that CARE Act 
providers maintain appropriate 
relationships with “key points of entry” 
into the health care system (e.g., 
HIV counseling and testing centers, 
emergency rooms, substance abuse 
treatment programs, STD clinics, 
homeless shelters). Since EIS can only be 
funded if other sources of funding are 
insuffi cient to meet current needs, needs 
assessment must document that EIS gaps 
exist prior to using CARE Act funds.

 Title I Title II
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SCSN 
Title II convenes the SCSN process to 
ensure Statewide collaboration between 
CARE Act programs and providers. 
Though this is not required, HAB/DSS 
encourages the use of the SCSN to 
support HIV planning Statewide. 

Participants in SCSN development 
must include: representatives of all 
Ryan White CARE Act titles and Part 
F managers, including any AIDS 
Education and Training Center, Dental 
Reimbursement Program, and Special 
Projects of National Signifi cance (SPNS) 
demonstration grants operating in the 
State; PLWH; providers; and public 
agency representatives (e.g., maternal 
and child health Title V programs, 
mental health agencies, Medicaid, and 
local and regional health departments). 

States must ensure the participation of 
required groups in the SCSN process. 
They can use Title II funding to support 
the participation of PLWH and historically 
underserved communities in the SCSN 
process. 

 Title I Title II
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HAB/DSS Expectations of Title I and II CEOs 

HAB/DSS expects CEOs to ensure that CARE Act programs meet all legislative requirements. 
Policies and guidances have been developed to assist CEOs and CARE Act planning bodies in 
implementing legislative provisions of the CARE Act. 

Copies of policies can be found on the HAB website at http://hab.hrsa.gov.

The legislation also authorizes technical assistance to help grantees comply with CARE Act 
requirements, including peer-delivered technical assistance and guidance to planning bodies. 
Technical assistance is provided through the Division of Training and Technical Assistance (DTTA) 
within HAB. Requests for assistance must be made to HAB project offi cers through the Title I or 
Title II grantee.

When the CEO Designates Responsibility for Title I

The following EMA experiences provide insight on how the CEO can ensure effective planning 
and implementation when Title I responsibilities are delegated. The CEO is ultimately responsible 
for ensuring that all Title I programs in a service area meet legislative requirements and HAB/DSS 
expectations. 

Avoiding Problems 
When responsibility of administering the Title I program is delegated to the health department or 
some other government agency or offi ce, the CEO can help prevent or resolve problems by taking 
the following steps:

• Choose someone with related knowledge and skills. Someone with a strong public health 
background, knowledge/experience with the CARE Act, and direct access to you and your 
offi ce is best. 

• Make sure administrative staff are competent, knowledgeable, and diverse. Ensure staff has 
strong HIV/AIDS experience and pertinent technical skills.

• Ensure clear lines of communication among all partners. Consider establishing a team of 
people to conduct ongoing, regular activities to keep you informed.

• Require linkages among CARE Act programs, and between the CARE Act and other HIV/
AIDS programs and activities. Consider a working group or task force comprised of Title I 
partners, Title II, HIV prevention providers, Medicaid, SCHIP offi ces, providers of homeless 
services, representatives of the incarcerated, State and/or local AIDS entities, AIDS policy 
groups, etc.

• Be sure that Intergovernmental Agreements (IGAs) are monitored and followed. 

• Require the administrative agency to build and maintain relationships with infected and 
affected communities. Use methods such as community forums and hotlines to obtain 
consumer and community input.
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Staff Roles
The experiences of EMAs suggest that staff involvement is important whenever administrative 
responsibility for Title I has been designated to another department. CEO staff can help with 
the following:

• Attend meetings, make community contacts, and make themselves available to key 
stakeholders, including PLWH communities. 

• Build relationships with other CEOs in an EMA, including those with whom the CEO has 
IGAs in place. These relationships can help encourage cooperation in ensuring delivery 
of HIV services, protect the CEO when signing assurances on behalf of the EMA, ensure 
maintenance of effort in a positive way, and minimize the potential for grievances. 

MAKING IGAs MEANINGFUL

The CARE Act requires that the CEO establish IGAs with political subdivisions 
within the EMA. These agreements have the potential to enhance Title I services. 

IGAs must provide an administrative mechanism to allocate funds and services 
based on the:

• Number of AIDS cases in the subdivisions
• Severity of need for services in the subdivisions, and
• Health and support service needs of the subdivisions.

IGAs should be used to promote access to the CEO by EMA residents who live 
outside the CEO’s election boundaries and to involve their elected officials in the 
Title I process.

IGAs should also include the following.
• Indicate a minimum number of seats on the planning council that will be set aside 

for residents of the jurisdiction.
• Specify how residents of the jurisdiction can be nominated for planning 

council membership.
• Require specific efforts to determine the unmet need for HIV-related health 

services in these jurisdictions.
• Establish periodic meetings between the Title I CEO and other CEOs of the other 

jurisdictions or their representatives.
• Specify a periodic evaluation of how the IGA is working, in terms of services 

and administration.
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• Require attendance at planning body meetings to keep the CEO informed of the process 
and any related issues, and to provide CEO input to planning.

• Maintain close relationship with an external administrative agency or fi scal agent to ensure 
that CEO expectations are communicated and that the CEO is apprised of any problems 
with the disbursement of funds. 

• Communicate information from the CEO to other AIDS policy or program offi ces within 
city, county, and State governments.

• Promote collaboration among CARE Act partners and between Titles I and II and other 
HIV/AIDS-related entities in needs assessment and planning activities, prevent duplication of 
efforts, and prevent adversarial relationships among agencies.

• Require the administrative agency to serve as a direct mediator between CARE Act partners 
or between CARE Act programs and other public agencies that report to the CEO. They can 
help resolve problems quickly so that care and services to PLWH are not compromised or 
interrupted.

Anticipating and Solving Problems
The CEO can help resolve some common problems with CARE Act programs. Following are 
some examples. 

The Problem: The planning council is not representative

The planning council is not refl ective of the epidemic in the EMA. PLWH are not 
adequately represented and the membership from a particular community is far short 
of what it should be. These issues can result in the CEO becoming the target of angry 
consumers, who feel their voice is not being heard in Title I decision making. Further, 
the level of Title I funding may be jeopardized, and HAB/DSS may require changes in 
membership as a Condition of Grant Award. 

What the CEO Can Do:

• Arrange for an assessment of the problem. Establish a task force of representatives 
from the CEO offi ce, the administrative agency, and the affected community to 
discover what is causing recruitment problems.

• Have the planning council or CEO (or designee) seek technical assistance from 
HAB/DSS. 

The Problem: Fund disbursement is delayed

Disbursements to service providers are taking twice as long as they should. In some 
organizations, this is causing services to clients to be interrupted. The CEO is getting 
calls from angry providers who are saying they will have to lay staff off and stop certain 
services, and from consumers who now have to go further from home to receive services 
from unfamiliar organizations and providers. The planning council is preparing to fi le a 
formal grievance with the CEO. 
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What the CEO Can Do:

• Arrange for an assessment of the problem by the appropriate unit within your local 
government, a representative of your offi ce, or an independent consultant. Be sure 
to have the planning body representatives and the affected community provide 
their input. Take corrective action based on the results of the assessment.

• Assign one of your staff to be a liaison with the administrative agency to monitor 
its activities, including its interaction with the planning body.

• Seek technical assistance from HAB/DSS.

The Problem: Planning council discord and public perceptions of CEO disinterest

There is a perception in the community that HIV is not a priority for the CEO and that 
he/she is uninterested in the needs of PLWH. A growing confl ict between two provider 
groups erupted at a recent planning council meeting. The local paper reported that HIV 
providers are putting the needs of PLWH second to their own individual agendas.

What the CEO Can Do:

• Keep abreast of the Title I process and be knowledgeable about the personalities 
and issues that infl uence the process.

• Ensure that problems are resolved or addressed before they become highly 
visible and/or explosive.

• Ensure that your staff and liaisons maintain active lines of communication 
among all key stakeholders and represent you as a leader who is accessible 
and knowledgeable.

The Problem: Contracting not refl ective of planning council priorities

The administrative agency is making contracts to provider agencies that are not in line 
with the service priorities that have been established by the planning council. Due to a 
number of vacancies on the planning council and a number of new members who are 
still learning their roles, the planning council has been unable to effectively monitor and 
oversee the allocations process. PLWH groups are calling your offi ce to complain and 
demand that the situation be corrected.

What the CEO Can Do:

• Ensure that planning council vacancies are fi lled in a timely manner to avoid a lack 
of balance between the planning council and the administrative agent.

• Ensure that you and your staff are monitoring the activities of the administrative 
mechanism. Make sure it is responding to the direction of the planning council.

• Ensure that planning council members are diverse, talented, and appropriately 
trained to fulfi ll their responsibilities, and that they have the capacity to evaluate 
the administrative agent.
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EFFECTIVE CEO PROBLEM SOLVING

When the planning council in one city confronted the CEO about the poor 
performance of the administrative agency, the CEO—rather than simply 
defending his administrative agency—formally mediated and facilitated 
discussions between the planning council and administrative agency staff. An 
HIV Coordinating Team was established with representatives from both groups 
and the CEO’s office liaison as a way to identify and resolve problems as they 
arise and maintain cross communication. A new HIV Program Coordinator 
position was established within the administrative agency to assure that all 
components within the administrative agency were working together to meet 
their responsibilities.
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ATTACHMENT

Responsibilities of CARE Act Partners

Successful planning and implementation of the CARE Act requires the CEO and CARE Act partners 
to know what to expect from each other. Typical expectations are outlined below and will guide 
CEOs in clarifying expectations and resolving problems that may occur.

CEO Expectations of the Planning Council Planning Council Expectations 
of the CEO

Membership

An open nominations process for planning 
council membership.

Membership that refl ects the demographics of 
the local epidemic and includes representation 
from required categories.

Timely appointment of planning council 
members from among nominees selected 
through the open nominations process.

Not naming political appointees to the 
planning council.

Not appointing a CEO employee as sole 
chair. However, an employee of the 
grantee may serve as co-chair, if bylaws 
permit. 

Planning Body Operations

Bylaws or other procedures that govern 
member attendance.

Timely communication concerning members 
who are not participating, prior to taking 
action to remove them.

Support of planning council bylaws or 
other procedures that govern member 
attendance.

Adoption and implementation of grievance 
procedures.

Support of the grievance process and its 
results.

Adoption and consistent implementation 
of confl ict of interest policies, with binding 
arbitration as the fi nal step in the grievance 
process.

Support for confl ict of interest policies 
and their consistent implementation.

Regular communication regarding 
both successes and problems related to 
implementation of the planning council’s 
assigned responsibilities.

Regular communication about perceived 
successes and problems related to the 
implementation of the planning council’s 
assigned responsibilities (including public 
and agency concerns).

Intervention, as needed, to resolve problems 
with funds disbursal.

Support of the evaluation of the EMA’s 
administrative mechanism to ensure that 
funds are allocated in a timely manner, 
providers are reimbursed effi ciently, and 
contracts are monitored properly. 
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CEO Expectations of the Planning Council Planning Council Expectations 
of the CEO

Needs Assessment

Work with the grantee to conduct the needs 
assessment.

Conduct needs assessment that includes: (1) 
updated information about local HIV disease 
demographics; (2) needs of PLWH, especially 
those who know their status and are not in 
care; (3) disparities in access to services among 
PLWH; (4) capacity development needs of HIV 
service providers; (5) need for EIS and outreach 
services; and (6) needed coordination with 
other programs like prevention and substance 
abuse treatment. 

Awareness of needs assessment activities 
and results and the use of these results 
as appropriate for other types of health 
planning.

Development and periodic updating of the 
comprehensive services plan for the EMA.

Awareness of the comprehensive services 
plan.

Assistance in coordinating Titles I and 
II with other HIV programs, including 
Medicaid managed care, other AIDS 
services, and other health and support 
services funded by local jurisdictions, 
where appropriate.

Priority Setting/Resource Allocation

Annual determination of service priorities and 
related funds allocations. Timely direction to 
the administrative agency on the best ways 
to provide those services, including language 
around using CARE Act funds as the payer of 
last resort. 

Use of a process that is clearly defi ned.

Ensuring service coordination with providers of 
EIS, prevention, and substance abuse treatment 
services for the purposes of retaining PLWH in care. 
Increasing access to services for PLWH who know 
their HIV status and are not currently receiving 
services. Reducing general barriers to care.

Awareness of the priority-setting and 
resource-allocation processes and public 
support for the planning council role.

If necessary, provide help to the planning 
council in ensuring that priorities and 
allocations are refl ected in procurement 
process. 

Participation in the development of the 
Statewide Coordinated Statement of Need 
(SCSN).

Linkage and advocacy with the State on 
important HIV care issues.

Responsibilities of CARE Act Partners (continued)
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CEO Expectations of the Planning Council Planning Council Expectations 
of the CEO

Quality Management

Establishment of the Quality Management 
program. 

Sharing of information from planning council 
quality improvement activities or evaluation of 
service quality and/or outcomes.

Participation in Quality Management 
activities.

Coordination of Quality Management 
activities with quality improvement and 
evaluation activities of the planning 
council. 

EXPECTATIONS OF THE CEO AND ADMINISTRATIVE AGENCY

CEO Expectations of the 
Administrative Agency

Administrative Agency Expectations 
of the CEO

Fair/Appropriate Use of Funds

Assistance in developing, monitoring, and 
updating IGAs, to encourage services and 
minimize grievances across the service area. 

Periodic attention to IGAs, including help 
in preventing and resolving confl icts with 
other jurisdictions and their CEOs.

Help in establishing linkages between all 
CARE Act programs and other HIV/AIDS, 
health, and support service programs 
administered by the local government, 
including linkages with EIS, prevention, and 
substance abuse programs.

Support in establishing linkages across 
agencies, including EIS, prevention, and 
substance abuse treatment programs.

Assistance in monitoring the use of CARE 
Act funds as the payer of last resort, and 
allocation of funds in accordance with 
established service priorities.

Support in funding allocation decisions to 
ensure that CARE Act is the payer of last 
resort, and that allocations are in line with 
service priorities established through the 
comprehensive planning process.

Grant Administration

Regular communication about HAB/DSS 
concerns or failure to comply with conditions 
of grant award.

Active assistance in resolving problems 
with HAB/DSS.

Preparation of complete grant applications 
for Title I or II funds; timely communication 
concerning problems or weaknesses prior to 
submission of the grant application.

Assistance in ensuring cooperation from 
other agencies and offi ces in preparing 
grant applications. Assistance in resolving 
potential problems prior to application 
submission. Sign-off on application or 
delegation of authority for such sign-off.

Responsibilities of CARE Act Partners (continued)
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CEO Expectations of the 
Administrative Agency

Administrative Agency Expectations 
of the CEO

Procurement

Establishment and implementation of clearly 
stated, equitable, and publicly disseminated 
procurement and contracting procedures.

Public and private support for the 
administrative agent’s procurement and 
contracting procedures. 

Procurement and contract monitoring that 
ensure use of funds is consistent with the 
service priorities and resource allocations of 
the planning council.

Ongoing commitment to maintain the 
integrity of the procurement process. 

Implementation of program contract 
monitoring and fi scal monitoring procedures 
that ensure funds are used as specifi ed in 
contracts, and providers are reimbursed 
promptly.

Support for equitable and consistent 
contract monitoring and fi scal 
management procedures; support for rapid 
allocation of funds; assistance in breaking 
logjams.

Updates on procurement process including 
information on provider performance that 
may lead to negative reaction or grievances. 

Assistance in resolving potential problems 
with procurement and contracting.

Recommendations to the CEO for increasing 
the effi ciency of funds disbursal.

Leadership in improving the process of 
disbursing funds. 

Grievance Procedures 

Establishment of grievance procedures, 
including procedures for submitting 
grievances that cannot be resolved to 
binding arbitration.

Support for the grievance process and 
results. 

Regular communication concerning any 
situations that may lead to grievances, 
negative publicity, or negative public or 
community action.

Prompt attention to potential problems 
and efforts to resolve them before they 
lead to negative public reactions. 

Expectations of the CEO and Administrative Agency (continued)
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EXPECTATIONS OF THE CEO AND PLWH

CEO Expectations of 
PLWH/Affected Community

PLWH/Affected Community 
Expectations of the CEO

Direct communication about issues or 
concerns so the CEO can attempt to resolve 
them before they lead to serious problems or 
public reactions.

Access to the CEO to communicate 
concerns and needs, and leadership in 
resolving issues.

Active participation in the CARE Act 
planning process.

Help in identifying nominees for planning 
council membership. 

Selection of PLWH planning council 
members who refl ect the local epidemic 
and meet representation requirements.

Not making political appointments to the 
planning council. 

Not appointing a CEO employee as the sole 
chair of the planning council. Appointing 
a CEO employee as co-chair only if bylaws 
permit. 

Active involvement with local and State 
agencies and legislative bodies, supporting 
funding, policies, and other actions to 
increase and improve HIV/AIDS services.

Promoting HIV programs/policies with 
other elected offi cials and local/State 
agencies.

Leadership in seeking Medicaid managed 
care systems that meet the needs of PLWH.
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AACTG (Adult AIDS Clinical Trials Group)
Largest HIV clinical trials organization in the world, which plays major role in setting standards 

of care for HIV infection and opportunistic diseases related to HIV/AIDS in the United States and 
the developed world. The AACTG is composed of, and directed by, leading clinical scientists in 
HIV/AIDS therapeutic research.

ACTG (AIDS Clinical Trials Group)
A network of medical centers around the country in which federally funded clinical trials are 

conducted to test the safety and effi cacy of experimental treatments for AIDS and HIV infection. 
These studies are funded by the NIH National Institute of Allergy and Infectious Diseases (NIAID).

ADAP (AIDS Drug Assistance Program)
Administered by States and authorized under Title II of the CARE Act, provides FDA-approved 

medications to low-income individuals with HIV disease who have limited or no coverage from 
private insurance or Medicaid. ADAP funds may also be used to purchase insurance for uninsured 
CARE Act clients as long as the insurance costs do not exceed the cost of drugs through ADAP and 
the drugs available through the insurance program at least match those offered through ADAP.

Administrative or Fiscal Agent 
Entity that functions to assist the grantee, consortium, or other planning body in carrying 

out administrative activi ties (e.g., disbursing program funds, developing reimbursement and 
accounting sys tems, developing Requests for Proposals [RFPs], monitoring contracts). 

AETC (AIDS Education and Training Center)
Regional centers providing education and training for primary care professionals and other 

AIDS-related personnel. AETCs are authorized under Part F of the CARE Act and administered by 
the HRSA HIV/AIDS Bureau’s Division of Training and Technical Assistance (DTTA).

AHRQ (Agency for Healthcare Research and Quality)
Federal agency within HHS that supports research designed to improve the outcomes and 

quality of health care, reduce its costs, address patient safety and medical errors, and broaden 
access to effective services.

A Section X

Glossary of CARE Act Terms
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AIDS (Acquired Immunodefi ciency Syndrome)
A disease caused by the human immunodefi ciency virus.

Antiretroviral 
A substance that fi ghts against a retrovirus, such as HIV. (See Retrovirus)

ASO (AIDS service organization)
An organization that provides primary medical care and/or support services to populations 

infected with and affected by HIV disease.

Capacity 
Core competencies that substantially contribute to an organization’s ability to deliver effective 

HIV/AIDS primary medical care and health-related support services. Capacity development 
activities should increase access to the HIV/AIDS service system and reduce disparities in care 
among underserved PLWH in the EMA.

CARE Act (Ryan White Comprehensive AIDS Resources Emergency Act)
Federal legislation created to address the unmet health care and service needs of people living 

with HIV Disease (PLWH) disease and their families. It was enacted in 1990 and reauthorized in 
1996 and 2000.

CADR (CARE Act Data Report)
A provider-based report generating aggregate client, provider, and service data for all CARE 

Act programs. Reports information on all clients who receive at least one service during the 
reporting period. Replaces the Annual Administrative Report (AAR) used for Title I and Title II as 
well as separate Title III and Title IV data reports.

CBO (community-based organization)
An organization that provides services to locally defi ned populations, which may or may not 

include populations infected with or affected by HIV disease.

CDC (Centers for Disease Control and Prevention)
Federal agency within HHS that administers disease prevention programs including HIV/AIDS 

prevention.

CD4 or CD4+ Cells
Also known as “helper” T-cells, these cells are responsible for coordinating much of the immune 

response. HIV’s preferred targets are cells that have a docking molecule called “cluster designation 
4” (CD4) on their surfaces. Cells with this molecule are known as CD4-positive (CD4+) cells. 
Destruction of CD4+ lymphocytes is the major cause of the immunodefi ciency observed in AIDS, 
and decreasing CD4 levels appear to be the best indicator for developing opportunistic infections.
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CD4 Cell Count 
The number of T-helper lymphocytes per cubic millimeter of blood. The CD4 count is a good 

predictor of immunity. As CD4 cell count declines, the risk of developing opportunistic infections 
increases. The normal adult range for CD4 cell counts is 500 to 1500 per cubic millimeter of 
blood. (The normal range for infants is considerably higher and slowly declines to adult values by 
age 6 years.) CD4 counts should be rechecked at least every 6 to 12 months if CD4 counts are 
greater than 500/mm3. If the count is lower, testing every 3 months is advised. (In children with 
HIV infection, CD4 values should be checked every 3 months.) A CD4 count of 200 or less is an 
AIDS-defi ning condition.

Chief Elected Offi cial (CEO) 
The offi cial recipient of Title I or Title II CARE Act funds. For Title I, this is usually a city mayor, 

county executive, or chair of the county board of supervisors. For Title II, this is usually the 
governor. The CEO is ultimately responsible for administering all aspects of their title’s CARE Act 
funds and ensuring that all legal requirements are met. 

CMS (Centers for Medicare and Medicaid Services)
Federal agency within HHS that administers the Medicaid, Medicare, State Child Health 

Insurance Program (SCHIP), and the Health Insurance Portability and Accountability Act (HIPAA).

Co-morbidity
A disease or condition, such as mental illness or substance abuse, co-existing with HIV disease.

Community Forum or Public Meeting
A small-group method of collecting information from community members in which a 

community meeting is used to provide a directed but highly interactive discussion. Similar to 
but less formal than a focus group, it usually includes a larger group; participants are often self-
selected (i.e., not randomly selected to attend).

Comprehensive Planning
The process of determining the organization and delivery of HIV services. This strategy is used 

by planning bodies to improve decision-making about services and maintain a continuum of care 
for PLWH.

Community Health Centers
Federally-funded by HRSA’s Bureau of Primary Health Care, centers provide family-oriented 

primary and preventive health care services for people living in rural and urban medically 
underserved communities. 

Consortium/HIV Care Consortium
A regional or statewide planning entity established by many State grantees under Title II of 

the CARE Act to plan and sometimes administer Title II services. An association of health care and 
support service agencies serving PLWH under Title II of the CARE Act.
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Continuous Quality Improvement
An ongoing process that involves organization members in monitoring and evaluating 

programs to continuously improve service delivery. CQI seeks to prevent problems and to 
maximize the quality of care by identifying opportunities for improvement.

Continuum of Care 
An approach that helps communities plan for and provide a full range of emergency and long-

term service resources to address the various needs of PLWH.

CPCRA (Community Programs for Clinical Research on AIDS) 
Community-based clinical trials network that obtains evidence to guide clinicians and PLWH 

on the most appropriate use of available HIV therapies.

Cultural Competence
The knowledge, understanding, and skills to work effectively with individuals from differing 

cultural backgrounds.

DCBP (Division of Community Based Programs) 
The division within HRSA’s HIV/AIDS Bureau that is responsible for administering Title III, 

Title IV, and the HIV/AIDS Dental Reimbursement Program. 

DSS (Division of Service Systems) 
The division within HRSA’s HIV/AIDS Bureau that administers Title I and Title II of the CARE Act.

DTTA (Division of Training and Technical Assistance) 
The division within HRSA’s HIV/AIDS Bureau that administers the AIDS Education and Training 

Centers (AETC) Program and technical assistance and training activities of the HIV/AIDS Bureau.

Early Intervention Services (EIS)
Activities designed to identify individuals who are HIV-positive and get them into care 

as quickly as possible. As funded through Titles I and II of the CARE Act, includes outreach, 
counseling and testing, information and referral services. Under Title III of the CARE Act, also 
includes comprehensive primary medical care for individuals living with HIV/AIDS.

Eligible Metropolitan Area (EMA) 
Geographic areas highly-impacted by HIV/AIDS that are eligible to receive Title I CARE Act funds.

EIA (Enzyme-Linked Immunosorbent Assay) 
The most common test used to detect the presence of HIV antibodies in the blood, which 

indicate ongoing HIV infection. A positive ELISA test result must be confi rmed by another test 
called a Western Blot. 
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Epidemic
A disease that occurs clearly in excess of normal expectation and spreads rapidly through a 

demographic segment of the human population. Epidemic diseases can be spread from person to 
person or from a contaminated source such as food or water.

Epidemiologic Profi le
A description of the current status, distribution, and impact of an infectious disease or other 

health-related condition in a specifi ed geographic area.

Epidemiology 
The branch of medical science that studies the incidence, distribution, and control of disease in 

a population. 

Exposure Category
In describing HIV/AIDS cases, same as transmission categories; how an individual may have 

been exposed to HIV, such as injecting drug use, male-to-male sexual contact, and heterosexual 
contact. 

Family Centered Care
A model in which systems of care under Ryan White Title IV are designed to address the needs 

of PLWH and affected family members as a unit, providing or arranging for a full range of services. 
Family structures may range from the traditional, biological family unit to non-traditional family 
units with partners, signifi cant others, and unrelated caregivers.

FDA (Food and Drug Administration) 
Federal agency within HHS responsible for ensuring the safety and effectiveness of drugs, 

biologics, vaccines, and medical devices used (among others) in the diagnosis, treatment, and 
prevention of HIV infection, AIDS, and AIDS-related opportunistic infections. The FDA also works 
with the blood banking industry to safeguard the nation’s blood supply. 

Financial Status Report (FSR - Form 269) 
A report that is required to be submitted within 90 days after the end of the budget period 

that serves as documentation of the fi nancial status of grants according to the offi cial accounting 
records of the grantee organization.

Formula Grant Application 
The application used by EMAs and States each year to request an amount of CARE Act funding 

which is determined by a formula based on the number of reported AIDS cases in their location 
and other factors. The applica tion responds to guidance from DSS on program requirements and 
expectations.

Genotypic Assay 
A test that analyzes a sample of the HIV virus from the patient’s blood to identify actual 

mutations in the virus that are associated with resistance to specifi c drugs.
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Grantee
The recipient of CARE Act funds responsible for administering the award.

HAART (Highly Active Antiretroviral Therapy) 
HIV treatment using multiple antiretroviral drugs to reduce viral load to undetectable levels 

and maintain/increase CD4 levels.

Health Care for the Homeless Health Center 
A grantee funded under section 330(h) of the Public Health Service Act to provide primary 

health and related services to homeless individuals.

Health Insurance Continuity Program (HICP) 
A program primarily under Title II of the CARE Act that makes premium payments, co-

payments, deductibles, and/or risk pool payments on behalf of a client to purchase/maintain 
health insurance coverage.

High-Risk Insurance Pool 
A State health insurance program that provides coverage for individuals who are denied 

coverage due to a pre-existing condition or who have health conditions that would normally 
prevent them from purchasing coverage in the private market.

HIV/AIDS Bureau (HAB) 
The bureau within the Health Resources and Services Administration (HRSA) of the U.S. 

Department of Health and Human Services (HHS) that is responsible for administering the Ryan 
White CARE Act. 

HIV/AIDS Dental Reimbursement Program 
The program within the HRSA HIV/AIDS Bureau’s Division of Community Based Programs that 

assists with uncompensated costs incurred in providing oral health treatment to PLWH.

HIV Disease 
Any signs, symptoms, or other adverse health effects due to the human immunodefi ciency 

virus.

Home and Community Based Care
A category of eligible services that States may fund under Title II of the CARE Act.

HOPWA (Housing Opportunities for People With AIDS) 
A program administered by the U.S. Department of Housing and Urban Development (HUD) 

that provides funding to support housing for PLWH and their families.

HRSA (Health Resources and Services Administration) 
The agency of the U.S. Department of Health and Human Services that administers various 

primary care programs for the medically underserved, including the Ryan White CARE Act.
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HUD (U.S. Department of Housing and Urban Development)
The Federal agency responsible for administering community development, affordable 

housing, and other programs including Housing Opportunities for People with AIDS (HOPWA).

IDU (Injection Drug User)

IGA (Intergovernmental Agreement) 
A written agreement between a governmental agency and an outside agency that provides 

HIV services.

Incidence 
The number of new cases of a disease that occur during a specifi ed time period.

Incidence Rate 
The number of new cases of a disease or condition that occur in a defi ned population during 

a specifi ed time period, often expressed per 100,000 persons. AIDS incidence rates are often 
expressed this way. 

Lead Agency 
The agency within a Title II consortium that is responsible for contract administration; also 

called a fi scal agent (an incorporated consortium sometimes serves as the lead agency) 

Medicaid Spend-down 
A process whereby an individual who meets the Medicaid medical eligibility criteria, but has 

income that exceeds the fi nancial eligibility ceiling, may “spend down” to eligibility level. The 
individual accomplishes spend-down by deducting accrued medically related expenses from 
countable income. Most State Medicaid programs offer an optional category of eligibility, the 
“medically needy” eligibility category, for these individuals.  

Migrant Health Centers
Federally-funded by HRSA’s Bureau of Primary Health Care, centers provide a broad array 

of culturally and linguistically competent medical and support services to migrant and seasonal 
farmworkers (MSFW) and their families. 

MAI (Minority AIDS Initiative)
A national HHS initiative that provides special resources to reduce the spread of HIV/AIDS and 

improve health outcomes for people living with HIV disease within communities of color. Enacted 
to address the disproportionate impact of the disease in such communities. Formerly referred to as 
the Congressional Black Caucus Initiative because of that body’s leadership in its development.

Multiply Diagnosed
A person having multiple morbidities (e.g., substance abuse and HIV infection) 

(see co-morbidity).
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Needs Assessment 
A process of collecting information about the needs of PLWH (both those receiving care and 

those not in care), identifying current resources (CARE Act and other) available to meet those 
needs, and determining what gaps in care exist.

NNRTI (Non-Nucleoside Reverse Transcriptase Inhibitor, called “non-nuke”) 
A class of antiretroviral agents (e.g., delavirdine, nevirapine, efavirenz) that stops HIV 

production by binding directly onto an enzyme (reverse transcriptase) in a CD4+ cell and 
preventing the conversion of HIV’s RNA to DNA. 

Nucleoside Analog (Nucleoside Analog Reverse Transcriptase Inhibitor, NRTI, called “nuke”)
The fi rst effective class of antiviral drugs (e.g., AZT or ZDV, ddI, ddC, d4T, ABC). NRTIs act by 

incorporating themselves into the HIV DNA, thereby stopping the building process. The resulting 
HIV DNA is incomplete and unable to create new virus.

OMB (Offi ce of Management and Budget) 
The offi ce within the executive branch of the Federal government that prepares the President’s 

annual budget, develops the Federal government’s fi scal program, oversees administration of the 
budget, and reviews government regulations.

Opportunistic Infection (OI) or Opportunistic Condition 
An infection or cancer that occurs in persons with weak immune systems due to HIV, cancer, 

or immunosuppressive drugs such as corticosteroids or chemotherapy. Kaposi’s Sarcoma (KS), 
pneumocystis pneumonia (PCP), toxoplasmosis, and cytomegalovirus (CMV) are all examples of 
opportunistic infections.

OSE (Offi ce of Science and Epidemiology) 
The offi ce within HRSA’s HIV/AIDS Bureau that administers the SPNS Program, HIV/AIDS 

evaluation studies, and the Cross-Title Data Report Form.

PACTG (Pediatric AIDS Clinical Trials Group)
Body that evaluates treatments for HIV-infected children and adolescents and develops new 

approaches for the interruption of mother-to-infant transmission. 

Part F 
The part of the CARE Act that includes the AETC Program, the SPNS Program, and the HIV/

AIDS Dental Reimbursement Program.

PCR (Polymerase Chain Reaction) 
A laboratory process that selects a DNA segment from a mixture of DNA chains and rapidly 

replicates it to create a sample of a piece of DNA. For HIV, this is called RT-PCR, which is a 
laboratory technique that can detect and quantify the amount of HIV (viral load) in a person’s 
blood or lymph nodes. PCR is also used for the diagnosis of HIV infection in exposed infants.
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Phenotypic Assay 
A procedure whereby sample DNA of a patient’s HIV is tested against various antiretroviral 

drugs to see if the virus is susceptible or resistant to these drug(s).

PHS (Public Health Service) 
An administrative entity of the U.S. Department of Health and Human Services. 

Planning Council 
A planning body appointed or established by the Chief Elected Offi cial of an EMA whose basic 

function is to assess needs, establish a plan for the delivery of HIV care in the EMA, and establish 
priorities for the use of Title I CARE Act funds.

Planning Process
Steps taken and methods used to collect information, analyze and interpret it, set priorities, 

and prepare a plan for rational decision making.

PLWH (People Living with HIV Disease)

Prevalence
The total number of persons in a defi ned population living with a specifi c disease or condition 

at a given time (compared to incidence, which is the number of new cases).

Prevalence Rate 
The proportion of a population living at a given time with a condi tion or disease (compared to 

the incidence rate, which refers to new cases).

Priority Setting 
The process used to establish priorities among service categories, to ensure consistency with 

locally identifi ed needs, and to address how best to meet each priority.

Prophylaxis 
Treatment to prevent the onset of a particular disease (primary prophylaxis) or recurrence 

of symptoms in an existing infection that has previously been brought under control (secondary 
prophylaxis). 

Protease 
An enzyme that triggers the breakdown of proteins. HIV’s protease enzyme breaks apart 

long strands of viral protein into separate proteins constituting the viral core and the enzymes it 
contains. HIV protease acts as new virus particles are budding off a cell membrane.

Protease Inhibitor 
A drug that binds to and blocks HIV protease from working, thus preventing the production of 

new functional viral particles.
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Quality
The degree to which a health or social service meets or exceeds established professional 

standards and user expectations. 

QA (Quality Assurance) 
The process of identifying problems in service delivery, designing activities to overcome these 

problems, and following up to ensure that no new problems have developed and that corrective 
actions have been effective. The emphasis is on meeting minimum standards of care.

QI (Quality Improvement) 
Also called Continuous Quality Improvement (CQI). An ongoing process of monitoring and 

evaluating activities and outcomes in order to continuously improve service delivery. CQI seeks to 
prevent problems and to maximize the quality of care.

Refl ectiveness 
The extent to which the demographics of the planning body’s membership look like the 

demographics of the epidemic in the service area.

Reliability
The consistency of a measure or question in obtaining very similar or identical results when 

used repeatedly; for example, if you repeated a blood test three times on the same blood sample, 
it would be reliable if it generated the same results each time.

Representative
Term used to indicate that a sample is similar to the population from which it was drawn, and 

therefore can be used to make inferences about that population.

RFP (Request for Proposals)
An open and competitive process for selecting providers of services (sometimes called RFA or 

Request for Application).

Resource Allocation
The Title I planning council responsibility to assign CARE Act amounts or percentages 

to established priorities across specifi c service categories, geographic areas, populations, or 
subpopulations.

Retrovirus 
A type of virus that, when not infecting a cell, stores its genetic information on a single-

stranded RNA molecule instead of the more usual double-stranded DNA. HIV is an example of 
a retrovirus. After a retrovirus penetrates a cell, it constructs a DNA version of its genes using a 
special enzyme, reverse transcriptase. This DNA then becomes part of the cell’s genetic material.
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Reverse Transcriptase 
A uniquely viral enzyme that constructs DNA from an RNA template, which is an essential step 

in the life cycle of a retrovirus such as HIV. The RNA-based genes of HIV and other retroviruses 
must be converted to DNA if they are to integrate into the cellular genome. (See Retrovirus.)

Risk Factor or Risk Behavior
Behavior or other factor that places a person at risk for disease; for HIV/AIDS, this includes such 

factors as male-to-male sexual contact, injection drug use, and commercial sex work.

RT-PCR (Reverse Transcriptase Polymerase Chain Reaction) 
A laboratory technique that can detect and quantify the amount of HIV (viral load) in a 

person’s blood or lymph nodes.

Salvage Therapy 
A treatment effort for people who are not responding to, or cannot tolerate the preferred, 

recommended treatments for a particular condition. In the context of HIV infection, drug 
treatments that are used or studied in individuals who have failed one or more HIV drug regimens. 
In this case, failed refers to the inability to achieve or sustain low viral load levels.

SAMHSA (Substance Abuse and Mental Health Services Administration) 
Federal agency within HHS that administers programs in substance abuse and mental health.

SCSN (Statewide Coordinated Statement of Need) 
A written statement of need for the entire State developed through a process designed to 

collaboratively identify signifi cant HIV issues and maximize CARE Act program coordination. 
The SCSN process is convened by the Title II grantee, with equal responsibility and input by all 
programs.

Section 340B Drug Discount Program 
A program administered by the HRSA’s Bureau of Primary Care, Offi ce of Pharmacy Affairs 

established by Section 340B of the Veteran’s Health Care Act of 1992, which limits the cost of 
drugs to Federal purchasers and to certain grantees of Federal agencies. 

Seroconversion 
The development of detectable antibodies to HIV in the blood as a result of infection. It 

normally takes several weeks to several months for antibodies to the virus to develop after HIV 
transmission. When antibodies to HIV appear in the blood, a person will test positive in the 
standard ELISA test for HIV.

Seroprevalence 
The number of persons in a defi ned population who test HIV-positive based on HIV testing of 

blood specimens. (Seroprevalence is often presented either as a percent of the total specimens 
tested or as a rate per 100,000 persons tested.)
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Service Gaps
All the service needs of all PLWH except for the need for primary health care for individuals 

who know their status but are not in care. Service gaps include additional need for primary health 
care for those already receiving primary medical care (“in care”). 

SPNS (Special Projects of National Signifi cance) 
A health services demonstration, research, and evaluation program funded under Part F of the 

CARE Act to identify innovative models of HIV care. SPNS projects are awarded competitively.

STD (Sexually Transmitted Disease)

Surveillance 
An ongoing, systematic process of collecting, analyzing and using data on specifi c health 

conditions and diseases (e.g., Centers for Disease Control and Prevention surveillance system for 
AIDS cases).

Surveillance Report
A report providing information on the number of reported cases of a disease such as AIDS, 

nationally and for specifi c sub-populations.

TA (Technical Assistance)
The delivery of practical program and technical support to the CARE Act community. TA is 

to assist grantees, planning bodies, and affected communities in designing, implementing, and 
evaluating CARE Act-supported planning and primary care service delivery systems.

Target Population 
A population to be reached through some action or intervention; may refer to groups with 

specifi c demographic or geographic characteristics.

Title I 
The part of the CARE Act that provides emergency assistance to localities (EMAs) 

disproportionately affected by the HIV/AIDS epidemic.

Title II 
The part of the CARE Act that provides funds to States and territories for primary health care 

(including HIV treatments through the AIDS Drug Assistance Program, ADAP) and support services 
that enhance access to care to PLWH and their families.

Title III 
The part of the CARE Act that supports outpatient primary medical care and early intervention 

services to PLWH through grants to public and private non-profi t organizations. Title III also funds 
capacity development and planning grants to prepare programs to provide EIS services.
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Title IV 
The part of the CARE Act that supports coordinated services and access to research for 

children, youth, and women with HIV disease and their families.

Transmission Category 
A grouping of disease exposure and infection routes; in relation to HIV disease, exposure 

groupings include, for example, men who have sex with men, injection drug use, heterosexual 
contact, and perinatal transmission.

Unmet Need 
The unmet need for primary health services among individuals who know their HIV status but 

are not receiving primary health care.

Viral Load 
In relation to HIV, the quantity of HIV RNA in the blood. Viral load is used as a predictor of 

disease progression. Viral load test results are expressed as the number of copies per milliliter of 
blood plasma. 

Viremia 
The presence of virus in blood or blood plasma. Plasma viremia is a quantitative measurement 

of HIV levels similar to viral load but is accomplished by seeing how much of a patient’s plasma is 
required to spark an HIV infection in a laboratory cell culture.

Western Blot 
A test for detecting the specifi c antibodies to HIV in a person’s blood. It is commonly used 

to verify positive EIA tests. A Western Blot test is more reliable than the EIA, but it is more diffi cult 
and more costly to perform. All positive HIV antibody tests should be confi rmed with a Western 
Blot test.

Wild Type Virus 
HIV that has not been exposed to antiviral drugs and therefore has not accumulated mutations 

conferring drug resistance.
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R E F E R E N C E S

Sources for Defi nitions

Gay Men’s Health Crisis. Treatment Issues. AIDS Glossary. 
On-line resource available from http://www.gmhc.org. 

AIDS Education Global Information System (AEGIS). 
Database [on-line resource] available from 
http://www.aegis.com.

Ryan White Comprehensive AIDS Resources Emergency 
(CARE) Act

Health Resources and Services Administration (HRSA), 
HIV/AIDS Bureau (HAB). Ryan White CARE Act Needs Assessment Guide. Rockville, MD: U.S. Department 
of Health and Human Services, 2002. 

Levi, Jeffrey, Gambrell, Alan, Jones, Paula, et.al. Can Access to the Private Individual Insurance Market 
be Increased for People Living with HIV? Washington, DC: The Center for Health Policy Research, The 
George Washington University School of Public Health and Health Services, 1999. 

HHS, Center for Medicare and Medicaid Services. Program Memorandum No. AB-97-25, dated January 
1998. [On-line publication] available from http://www.cms.gov.

U.S. Department of Housing and Urban Development (HUD). Glossary: Form HUD-40076-COC. 
Washington, DC.
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B Section X

Service Category Defi nitions

NOTE TO READERS: 

The following list of HIV disease related service category definitions is the 
same list that has been adopted throughout the HIV/AIDS Bureau as a 
result of the CARE Act Data Report (CADR). The definitions are broad to 
accommodate the reporting requirements of all titles.

Grantees, planning councils, consortia, and service providers are reminded 
that per DSS Program Policy Guidance 2 (see Policies section of this manual):

“CARE Act funds are intended to support only the HIV disease 
related needs of eligible individuals. Grantees, planning councils, 
and consortia should be able to make an explicit connection 
between any service supported with CARE Act funds and the 
intended recipient’s HIV status, or care-giving relationship to a 
person with HIV/AIDS.”  
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HealthCare Services

Ambulatory/Outpatient Medical Care. Provision of professional, diagnostic and therapeutic 
services rendered by a physician, physician’s assistant, clinical nurse specialist, or nursepractitioner 
in an outpatient, community-based, and/or offi ce-based setting. This includes diagnostic testing, 
early intervention and risk assessment, preventive care and screening, practitioner examination, 
medical history taking, diagnosis and treatment of common physical and mental conditions, 
prescribing and managing medication therapy, care of minor injuries, education and counseling 
on health and nutritional issues, minor surgery and assisting at surgery, well-baby care, continuing 
care and management of chronic conditions, and referral to and provision of specialty care. 
Primary Medical Care for the Treatment of HIV Infection includes the provision of care that is 
consistent with Public Health Service guidelines. Such care must include access to antiretrovirals 
and other drug therapies, including prophylaxis and treatment of opportunistic infections and 
combination antiretroviral therapies.

Drug Reimbursement Program. Ongoing service/program to pay for approved 
pharmaceuticals and or medications for persons with no other payment source. 
Subcategories include:

a. State-Administered AIDS Drug Assistance Program (ADAP). Title II CARE Act-funded and 
administered program or other state-funded Drug Reimbursement Program.

b. Local/Consortium Drug Reimbursement Program. A program established, operated, 
and funded locally by a Title I EMA or a consortium to expand the  number of covered 
medications available to low-income patients and/or to broaden eligibility beyond that 
established by a State-operated Title II or other State-funded Drug Reimbursement Program. 

c. Medications include prescription drugs provided through ADAP to prolong life or prevent 
the deterioration of health. The defi nition does not include medications that are dispensed or 
administered during the course of a regular medical visit or that are considered part of the 
services provided during that visit. If medications are paid for and dispensed as part of an 
Emergency Financial Assistance Program, they should be reported as such.

Health Insurance. A program of fi nancial assistance for eligible individuals with HIV disease to 
maintain a continuity of health insurance or to receive medical benefi ts under a health-insurance 
program, including risk pools.

Home Health Care. Therapeutic, nursing, supportive and/or compensatory health services 
provided by a licensed/certifi ed home-health agency in a home/residential setting in accordance 
with a written, individualized plan of care established by a case-management team that includes 
appropriate health-care professionals. Component services include:

• Durable medical equipment

• Homemaker or home-health aide services and personal care services

• Day treatment or other partial hospitalization services

• Intravenous and aerosolized drug therapy, including related prescription drugs

• Routine diagnostic testing administered in the home of the individual

• Appropriate mental health, developmental, and rehabilitation services
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Home- and community-based care does not include inpatient hospital services or nursing 
home and other long-term care facilities.

Oral Health. Diagnostic, prophylactic, and therapeutic services rendered by dentists, dental 
hygienists, and similar professional practitioners.

Hospice Services.

a. Home-Based Hospice Care. Nursing care, counseling, physician services, and palliative 
therapeutics provided by a hospice program to patients in the terminal stages of illness in 
their home setting.

b. Residential Hospice Care. Room, board, nursing care, counseling, physician services, and 
palliative therapeutics provided to patients in the terminal stages of illness in a residential 
setting, including a non-acute care section of a hospital that has been designated and 
staffed to provide hospice services for terminal patients.

In-Patient Personnel Costs. Within the limitations of the legislation, up to ten percent of the 
total award is allowable for such costs, if it has been determined  by the planning council that a 
shortage of inpatient person nel exists which has in turn resulted in inappropriate utilization of 
inpatient services.

Mental Health Services. Psychological and psychiatric treatment and counseling services, 
including individual and group counseling, provided by a mental-health professional who is 
licensed or authorized within the State, including psychiatrists, psychologists, clinical-nurse 
specialists, social workers, and counselors.

Nutritional Counseling. Provision of nutrition education and/or counseling provided by a 
licensed/registered dietitian outside of a primary care visit. Nutritional Counseling provided by 
other than a licensed/registered dietician should be provided under Psychosocial support services. 
Provision of food, meals, or nutritional supplements should be reported as a part of the sub-
category, Food and/Home-Delivered Meals/Nutritional Supplements, under Support Services.

Rehabilitation Services. Services provided by a licensed or authorized professional in 
accordance with an individualized plan of care which is intended to improve or maintain a client’s 
quality of life and optimal capacity for self-care. This defi nition includes physical therapy, speech 
pathology, and low-vision training services.

Substance Abuse Services. Provision of treatment and/or counseling to address substance-
abuse issues (including alcohol, legal and illegal drugs), provided in an outpatient or residential 
health service setting.

Treatment Adherence Services. Provision of counseling or special programs to ensure 
readiness for and adherence to complex HIV/AIDS treatments.



Section X: Appendices
Appendix B: Service Category Definitions

18 RYAN WHITE CARE ACT TITLE II MANUAL

Support Services

Child Care Services. The provision of care for the children of HIV positive clients while the 
clients are attending medical or other appointments.  This does not include daycare while the 
client is at work.

Child Welfare Services. Assistance in placing children younger than 20 in temporary (foster 
care) or permanent (adoption) homes because their parents have died or are unable to care for 
them due to HIV-related illness.

Buddy/Companion Services. Activities provided by peers or volunteers to assist a client 
in performing household or personal tasks. Buddies also provide mental and social support to 
combat loneliness and isolation.

Case Management. A range of client-centered services that links clients with primary medical 
care, psychosocial and other services to insure timely, coordinated access to medically-appropriate 
levels of health and support services, continuity of care, ongoing assessment of the client’s and 
other family members’ needs and personal support systems, and inpatient case-management 
services that prevent unnecessary hospitalization or that expedite discharge, as medically 
appropriate, from inpatient facilities. Key activities include initial comprehensive assessment of 
the client’s needs and personal support systems; development of a comprehensive, individualized 
service plan; coordination of the services required to implement the plan; client monitoring to 
assess the effi cacy of the plan; and periodic reevaluation and revision of the plan as necessary over 
the life of the client. May include client-specifi c advocacy and/or review of utilization of services.

Client Advocacy. Assessment of individual need, provision of advice and assistance in 
obtaining medical, social, community, legal, fi nancial, and other needed services. Advocacy does 
not involve coordination and follow-up on medical treatments.

Day or Respite Care. Home- or community-based non-medical assistance designed to relieve 
the primary caregiver responsible for providing day-to-day care of client or client’s child.

Early Intervention Services (EIS). Counseling, testing, and referral services to PLWH who 
know their status but are not in primary medical care or who are recently diagnosed and are not in 
primary medical care for the purpose of facilitating access to HIV-related health services.

Emergency Financial Assistance. Provision of short-term payments for transportation, food, 
essential utilities, or medication assistance, which planning councils, Title II grantees, and consortia 
may allocate. These short-term payments must be carefully monitored to assure limited amounts, 
limited use, and for limited periods of time. Expenditures must be reported under the relevant 
service category.

Food Bank/Home Delivered Meals/Nutritional Supplements. Provision of food, meals, or 
nutritional supplements. 

Health Education/Risk Reduction. (1) Provision of information, including the dissemination 
about medical and psychosocial support services and counseling or (2) preparation/distribution of 
materials in the context of medical and psychosocial support services to educate clients with HIV 
about methods to reduce the spread of HIV.
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Housing Assistance. This assistance is limited to short-term or emergency fi nancial assistance 
to support temporary and/or transitional housing to enable the individual or family to gain and/or 
maintain medical care. Use of Titles I, II and IV funds for short-term or emergency housing must be 
linked to medical and/or health-care services or be certifi ed as essential to a client’s ability to gain or 
maintain access to HIV-related medical care or treatment.

Housing Related Services. Includes assessment, search, placement, and advocacy services 
provided by professionals who possess an extensive knowledge of local, State and Federal housing 
programs and how they can be accessed.

Legal Services. Legal services directly necessitated by a person’s HIV status including: 
preparation of Powers of Attorney, Do Not Resuscitate Orders, wills, trusts, bankruptcy proceedings, 
and interventions necessary to ensure access to eligible benefi ts, including discrimination or breach 
of confi dentiality litigation as it relates to services eligible for funding under the CARE Act. See also, 
Permanency Planning and Child Welfare Services.

Outreach Services. Programs which have as their principal purpose identifying people 
with HIV disease, particularly those who know their HIV status so that they may become aware 
of and may be enrolled in ongoing HIV primary care and treatment. Outreach activities must be 
planned and delivered in coordination with State and local HIV-prevention outreach activities to 
avoid duplication of effort and to address a specifi c service need category identifi ed through 
State and local needs assessment processes. Activities must be conducted in such a manner as to 
reach those known to have delayed seeking care. Outreach services should be continually reviewed 
and evaluated in order to maximize the probability of reaching individuals who do not know their 
HIV status or know their HIV status but are not actively in treatment. Broad activities that market the 
availability of health-care services for PLWH are not considered appropriate Title II outreach services.

Permanency Planning. The provision of social service counseling or legal counsel regarding:

•  The drafting of wills or delegating powers of attorney 
•  The preparation for custody options for legal dependents including standby guardianship, 

joint custody, or adoption

Psychosocial Support Services. Individual and/or group counseling, other than mental-health 
counseling, provided to clients, family, and/or friends by non-licensed counselors. May include 
psychosocial providers, peer counseling/support group services, caregiver support/bereavement 
counseling, drop-in counseling, benefi ts counseling, and/or nutritional counseling, or education.

Referral. The act of directing a person to a service in-person or through telephone, written, 
or other forms of communication. Referral may be made formally from one clinical provider to 
another, within a case-management system by professional case managers, informally through 
support staff or as part of an outreach services program.

Transportation. Conveyance services provided to a client in order to access primary medical 
care or psychosocial support services. May be provided routinely or on an emergency basis.

Other Support Services. Direct support services not listed above, such as translation/
interpretation services.

Program Support. Activities that are not service oriented or administrative in nature but 
contribute to improved service delivery. Such activities may include capacity building, technical 
assistance,  program evaluation (including outcome assessment), quality assurance, and assessment 
of service delivery patterns.
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Grantee Administration

Grantee Administrative Costs. Include funds to be used by the grantee for routine grant 
administration and monitoring activities, which shall include the development of this application 
under Title II, the receipt and disbursal of program funds, the development and establishment of 
reimbursement and accounting systems, the preparation of routine programmatic and fi nancial 
reports and compliance with grant conditions and audit requirements. Grantee administrative 
costs also cover all activities associated with the grantee’s contract award procedures, including 
the development of requests for proposals, contract proposal review activities, negotiation and 
awarding of contracts, development and implementation of grievance procedures, monitoring 
of contracts through telephone consultation, written documentation or on-site visits, reporting 
on contracts, and funding reallocation activities. Title II grantees may not spend more than 10 
percent of their grant on planning and evaluation activities, not more than 10 percent of their 
grant on administration and, when combined, not more than 15 percent of their grant on 
planning, evaluation and administration. An exception is allowed for those States that receive a 
minimum allotment under the CARE Act Title II formula; they are limited to spending “not more 
than the amount required to support one full-time equivalent employee.”

Beginning in FY 2002 grantees are allowed to allocate fi ve percent of the total grant award or 
$3,000,000 (whichever is less) for quality management activities.  

Quality Management

Quality management programs, as set forth in the reauthorization language should accomplish a 
three-fold purpose:

a. Assist direct service medical providers in assuring that funded services adhere to established 
HIV clinical practice standards and Public Health Services (PHS) guidelines.

b. Ensure that strategies for improvements to quality medical care include vital health-related 
support services in achieving appropriate access and adherence with HIV medical care.

c. Ensure that available demographic, clinical and primary medical care utilization information is 
used to monitor HIV-related illnesses and trends in the local epidemic.

For policies regarding the use of Title II funds for specifi c services, see the policies section in 
this manual. For new HAB Policies and HAB/DSS Program Policy Guidances, see the HAB web site, 
http://hab.hrsa.gov.
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Listed below is contact information for HRSA HIV/AIDS Bureau (HAB) Program Offi ces.

See the HRSA HIV/AIDS Bureau website for listings of CARE Act grantees http://hab.hrsa.gov. 
To contact other HRSA programs, see http://www.hrsa.gov. To contact other Federal health 
agencies, see http://www.hhs.gov, the 
website of the U.S. Department of Health 
and Human Services (HHS).  

HRSA’s HIV/AIDS Bureau (HAB)

HRSA, HIV/AIDS Bureau
Offi ce of Program Support
Grants Management Branch
5600 Fishers Lane, Room 7-89
Rockville, MD 20857

Grants 
Management

Telephone:
301-443-2280

Fax:
301-594-6096

HRSA, HIV/AIDS Bureau
Offi ce of Policy and Program Development
5600 Fishers Lane, Room 16C-26
Rockville, MD 20857

Policy Issues

Telephone:
301-443-5400

Fax:
301-443-3323

HRSA, HIV/AIDS Bureau
Offi ce of Science and Epidemiology
5600 Fishers Lane, Room 7A-07
Rockville, MD 20857

Data and 
Evaluation

Telephone:
301-43-6560

Fax:
301-594-2511

HRSA, HIV/AIDS Bureau
Division of Training and Technical Assistance
Technical Assistance Branch
5600 Fishers Lane, Room 7-29
Rockville, MD 20857

Training and 
Technical 
Assistance, 
Regional Staff

Telephone:
301-443-9091

Fax:
301-594-2835
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HRSA, HIV/AIDS Bureau
Division of Service Systems
5600 Fishers Lane, Room 7A-55
Rockville, MD 20857

Title I, Title II, 
and ADAP 
Programs 

Telephone:
301-443-6745 

Fax:
301-443-8143
301-443-5271

HRSA, HIV/AIDS Bureau
Division of Community Based Programs
Primary Care Services Branch
5600 Fishers Lane, Room 7A-30
Rockville, MD 20857

Title III

Telephone:
301-443-0735

Fax:
301-443-1884

HRSA, HIV/AIDS Bureau
Division of Community Based Programs
Program Development Staff
5600 Fishers Lane, Room 7A-30
Rockville, MD 20857

Title III Planning 
Grants and
HIV/AIDS Dental 
Reimbursement 
Program

Telephone:
301-443-2177

Fax:
301-443-1839

HRSA, HIV/AIDS Bureau
Division of Community Based Programs
Comprehensive Family Services Branch
5600 Fishers Lane, Room 7A-30
Rockville, MD 20857

Title IV

Telephone:
301-443-9051

Fax:
301-443-1839

HRSA, HIV/AIDS Bureau
Division of Training and Technical Assistance
HIV Education Branch
5600 Fishers Lane, Room 7-20
Rockville, MD 20857

AIDS Education 
Training Centers
(AETCs) 

Telephone:
301-443-6364

Fax:
301-443-9887

HRSA, HIV/AIDS Bureau
Offi ce of Science and Epidemiology
Special Projects of National Signifi cance
5600 Fishers Lane, Room 7C-07
Rockville, MD 20857

Special Projects 
of National 
Signifi cance 
(SPNS)

Telephone:

301-443-9976

Fax:
301-443-4965
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Title II Contacts

TITLE II CONTACTS

See the HRSA HIV/AIDS Bureau Website at http://hab.hrsa.gov (go to Programs) 
or call HRSA/HAB at 301-443-6745.




